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PREFACE 


Anatomic  facts  are  dry  only  as  they  are  isolated.  Trans- 
lated into  their  clinical  values  they  are  clothed  with  living 
interest. 

No  teacher  can  impart,  or  student  assimilate,  all  the  details 
of  anatomy.  The  facts  must  be  sifted,  their  comparative 
values  fixed,  and  the  reixson  for  their  acquisition  demonstrated 
by  directing  attention  to  the  practical  problems  with  which 
they  are  associated. 

A  fact  that  can  be  utilized  is  a  fact  that  will  survive.  No 
attempt,  therefore,  has  Ijcen  made  to  present  all  the  anatomic 
data.  Those  facts  only  have  been  selected  which  have  a 
practical  bearing,  and  those  structures  and  regions  emphasized 
which  have  a  peculiar  interest  for  the  surgeon. 

Surgery  is  anatomy  practically  applied,  and  the  '^anatomic 
mind  ^*  is  as  essential  to  a  surgeon  as  the  ''  aseptic  conscience.'* 
The-  single  purpose  of  this  ])ook  is  to  aid  the  student  and  prac- 
titioner in  mastering  the  essentials  of  })ractical  anatomy.  Due 
acknowledgment  of  the  various  sources  from  which  the  mate- 
rial has  been  gleaned  is  made  in  the  bibliography  appended. 
The  facts  themselves  are  the  products  of  many  minds  and  the 
accumulation  of  many  years.  Only  the  manner  of  their  pres- 
entation and  the  attempt  to  estimate  their  clinical  values  can 
he  credited  the  author. 

Grateful  appreciation  is  due  Dr.  P.  Chalmers  Jameson  for  his 
criticisms  and  suggestions  in  the  chapter  on  the  Eye;  Dr.  Fred- 
erick Tilney  for  a  like  service  in  the  chapters  on  the  Brain  and 
Spinal  Cord;  and  Dr.  B.  Joseph  for  his  aid  in  preparing  the 
index  and  reading  the  proof.  The  illustrations,  for  the  most 
part,  are  the  work  of  Mr.  F.  A.  Deck,  whose  efficient  co-opera- 
tion has  materially  enhanced  the  value  of  the  text. 

Brooklyn,  New  York,  William  Francis  Ca\IPBELL. 

February  1,  1908. 
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PART   I 

THE  HEAD  AND   NECK 


CHAPTER  I 
SURFACE  ANATOMY 

The  anatomy  that  may  be  studied  upon  the  living  subject, 
the  many  anatomic  facts  which  the  student  may  demonstrate 
upon  his  own  person,  such  as  the  bony  prominences,  the  course 
of  the  vessels  and  nerves,  the  various  anatomic  landmarks,  etc., 
should  emphasize  the  importance  of  a  thorough  mastery  of 
these  obvious  facts  before  proceeding  to  a  study  of  the  deeper 
structures. 

Note  and  practically  demonstrate  the  following  points 
(Fig.  1): 

The  external  occipital  protuberance  (inion)  may  be  felt 
as  a  prominent  tubercle  at  the  back  of  the  head  just  above  the 
line  of  junction  of  the  neck  and  scalp.  Opposite  this  point,  on 
the  inner  surface  of  the  skull,  is  situated  the  torcvlar  HerophUi 
into  which  flow  six  sinuses. 

The  glabella,  a  point  above  the  root  of  the  nose  between 
the  superciliary  ridges.  A  line  drawn  from  the  glabella  and 
passing  directly  over  the  vertex  of  the  skull  indicates — 

(a)  The  course  of  the  superior  longitudinal  sinus. 

(b)  The  longitudinal  fissure  separating  the  cerebral  hemi- 
spheres. 

The  mastoid  process,  the  bony  prominence  behind  the  ear, 
its  base  above  on  a  line  with  the  roof  of  the  external  auditorv 
meatus,  its  tip  pointing  toward  the  angle  of  the  jaw.  Draw 
a  line  from  the  external  occipital  protuberance  to  the  base  of  the 
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mastoid  process;  this  line  represents  the  course  of  the  horizon- 
tal portion  of  the  lateral  sinus.  A  line  from  the  base  to  the  tip 
of  the  niastoitl  represents  the  course  of  the  sigmoid  i>ortion  of 
this  sinus. 

The  lambda  may  be  felt  as  a  depression  in  the  median  line 
about  2i  inches  above  the  external  occipital  protuberance.  It 
corresponds  to  the  position  of  the  jtonUrior  fontanel,  the  junc- 
tion of  the  sagittal  and  lambdoidat  sutures.  On  each  side  of 
the  lambda  may  he  felt  the  parietal  eminences. 

The  bregma  coi-i-esponds  to  the  position  of  the  anterior 
fontanel — the  junction  of  the  coronal  and  sagittal  sutures.     It 


cannot  l>e  demonstrated  upon  the  adult  skull,  but  it  is  located 
at  the  center  of  a  line  passing  across  the  vertex  of  the  skull  from 
one  external  auditory  meatus  to  the  other. 

The  supra-orbital  ridges,  the  prominent  bony  ridges  above 
the  margin  of  the  orbit.  Note  that  they  are  broad  internally 
and  become  less  distinct  as  they  ai'<-h  outward.  Behind 
these  ridges  are  situated  the  frontal  Kinunen  (Fig.  2).  At  the 
outer  extremity  of  the  ridge  is  a  prominent  angle,  the  external 
angular  prncrsx. 

The  supra-orbital  notch  may  be  felt  along  the  supra-orbital 
margin  at  the  junction  of  its  inner  and  middle  thirds.     Through 
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this  notch  is  transmitted  the  supra-orbital  nerve  and  artery. 
Press  upon  the  notch  and  note  the  intense  pain. 

Raise  the  eyebrows  and  move  the  scalp  back  and  forth  and 
demonstrate  the  action  of  the  occipitofrontalis  muscle.  Palpate 
the  zygoma  throughout  its  entire  extent.  Note  that  at  its  root, 
in  front  of  the  ear,  it  is  crossed  by  the  temporal  arterij,  the 
pulsations  of  which  can  be  plainly  felt — a  convenient  point 
to  get  the  pulse,  especially  during  anesthesia,  when  the  radial 
pulse  is  not  accessible. 

Above  the  zygoma  palpate  the  temporal  muscle,  lodged  in  the 
temporal  fos.sa.  Bring  the  jaws  tightly  together  and  feel  the 
contraction  of  the  muscle. 


^,8uprAH>rbit&l  n 
tnmtal  nniu;  F 

Trace  the  temporal  ridge  which  outlines  the  temporal  fossa 
from  the  external  angular  process  over  the  side  of  the  skull  to 
the  base  of  the  mastoid  process. 

Examine  the  external  ear  and  demonstrate  the  pinoa  or 
auricle ;  it  applies  to  the  expanded  portion  of  the  external  ear 
and  includes  all  the  external  parts  except  the  external  auditory 
canal  or  meatus  (Fig.  3). 

The  heliz,  the  rim  of  the  auricle. 

The  antheliz,  the  curved  prominence  in  front  and  parallel 
with  the  helix. 

The  concha,  the  deep  hollow  in  front  of  the  anthelix  and 
surrounding  the  entrance  to  the  meatus. 
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The  tragus,  the  small  pointed  eminence  in  front  oE  the 
meatus. 

The  antitragus,  separated  from  the  tragus  by  a  deep  notch — 
the  ineisiira  intertragita — -a  small  prominenre  on  the  lower  rim 
of  the  concha. 

The  lobule,  the  depentlent  noncartilaginous  portion.  In 
some  ears  the  lobule  lioes  not  hang  freely,  but  i.s  adherent 
anteriorly. 

Demonstrate  on  the  face — 

The  infra-orbital  notch  {see  Fig.  2).  along  the  infra-orbital 
margin  at    the  junction    of   its  inner  and  midtUe  thirds.     It 


transmits  the  infra-orbital  nerve  and  artery.  Make  pressure 
upon  the  notch  and  note  the  intense  pain. 

The  masseter  muscle,  iwlow  the  zj'goraa  and  extending  to 
the  angle  of  the  jaw.  Bring  the  muscle  out  prominently  by 
pressing  the  jaws  firmly  together. 

Stenson's  duct,  which  can  I)e  felt  like  a  whip-cord  crossing 
the  maa.'seter  mu.scle  almut  a  finger's-breadth  lielow  the  zygoma. 

The  condyle  of  the  jaw,  just  in  front  of  the  ear  and  at  the 
root  of  the  zygoma.  Note  that  it  glides  forward  when  the 
mouth  is  opened. 

The  facial  artery,  as  if  crosses  the  lower  jaw  in  front  of  the 
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masaeter  muscle.  Its  pulsations  can  be  distinctly  fell;  it  is 
a  convenient  point  for  the  anesthetist  to  get  the  pulse  when  the 
radial  pulse  is  not  accessible. 

The  mental  foramen  in  the  body  of  the  lower  jaw,  midway 
between  its  upper  and  lower  borders,  opposite  the  interval 
Ijetween  the  bicuspid  teeth.  It  transmits  the  mental  nerve  and 
vessels.     Pressure  over  this  point  produces  intense  pain. 

The  aasal  bones  forming  the  solid  upper  half  of  the  nose,  the 
cartilaginous  portion  below  forming  the  movable  half. 

The  nasal  spine  of  the  superior  maxilla  which  can  be  felt 
between  the  two  nostrils. 


The  cartilaginous  septimi  forming  u  partition  between  the 
nasal  fossie. 

The  outer  wall  of  the  superior  maziUee  on  each  side  the 
nose,  behind  which  is  the  antrum  of  Highmore. 

Lightly  compress  the  upper  and  lower  lips  between  the 
thumb  and  finger  and  note  the  pulsations  of  the  coronary 
arteries. 

Before  a  looking-glass  open  the  mouth  wide  and  demon- 
strate (Fig.  4}  the  hard  palate  forming  the  anterior  half  of 
the  roof  of  the  mouth,  the  soft  palate  behind  forming  the 
posterior  half. 

The  uTula,  the  central  dependence  of  the  soft  palate. 

The  pillars  of  the  fauces,  anterior  and  posterior,  two  folds 
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of  mucous  membrane  arching  downward  on  each  side  from  the 
of  the  uvuhi  to  the  hase  of  the  tongue. 

The  tonsils  lodged  in  the  sulcus  between  the  anterior  and 
posterior  pillars  of  the  fauces. 

The  epiglottis  may  be  seen  behind  the  center  of  the  root  of 
the  tongue  when  it  is  pulled  well  forward. 

The  circumvallate  papillae  at  the  posterior  part  of  the 
tongue,  arranged  in  the  form  of  the  letter  V  with  the  apex 
directed  backward. 

Tiini  the  tip  of  the  tongue  upward  and  note  the  prominent 
ranine  veins  on  its  under  surface  (Fig.  5). 


Tflff!*/ 


The  frenum,  a  fold  of  mucous  membrane  extending  from  the 
under  surface  of  the  tongue  to  the  mouth. 

The  sublingual  glands,  beneath  the  mucous  membrane  of 
the  floor  of  the  mouth  on  each  side  of  the  frenum,  forming  an 
oblong  ridge- 

The  orifice  of  Wharton's  duct  opening  on  the  summit  of 
a  small  papilla  at  the  side  of  the  frenum. 

Demonstrate  in  the  neck  the  following  points: 

The  principle  structures  in  the  middle  line  of  the  neck  can 
be  easily  palpat-ed.     Heginnins  from  above  (Fig.  6) — 

The  hyoid  bone  can  be  ff'lt  Iwuealh  the  lower  jaw;  the  body 
in  the  center  and  the  great  comim  on  the  sides. 
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The  thyroid  cartilage — "Adam's  apple"— forms  the  most 
prominent  landmark  in  the  middle  line  of  the  neck. 

The  cricothyroid  membrane,  beneath  the  lower  border 
of  the  thyroid  cartilage  and  forming  a  slight  depression  between 
it  and  the  cricoid  cartilage  below. 

Through  thia  membrane  a  rapid  "tracheotomy"  may  be 
performed  in  case  of  emergency. 

The  cricoid  cartilage  below  marks  the  beginning  of  the 
esophagus,  as  well  as  the  trachea. 


The  trachea,  below  the  cricoid,  and  palpable  as  far  as  the 
sternal  notch. 

On  the  aide  of  the  neck  palpate — 

The  sternomastoid  muscle,  extending  diagonally  across  the 
neck  from  the  mastoid  process  to  the  sternum — the  most 
important  landmark  of  the  neck.  The  anterior  border  corre- 
sponds to  the  course  of  the  great  ves.sels.  At  a  point  opposite 
the  upper  border  of  the  thyroid  cartilage  the  common  carotid 
bifurcates  into  the  internal  and  external  carotids. 

The  "carotid  tubercle,"  the  prominent  tubercle  on  the 
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transverse  process  of  the  sixth  cervical  vertebra  may  be  pal- 
pated opposite  the  cricoid  cartilage. 

Practice  compression  of  the  carotid  artery  against  the 
"carotid''  tubercle. 

Behind  the  sternomastoid  palpate  the  cords  of  the  brachial 
plexus,  making  them  prominent  by  pulling  down  the  arm  and 
drawing  the  head  to  the  opposite  side. 

The  subclavian  artery  may  be  demonstrated  by  standing 
behind  a  living  subject  and  inserting  the  thumb  at  the  junction 
of  the  sternomastoid  and  clavicle.  By  pressing  downward  and 
inward  the  pulsations  may  be  felt  and  the  artery  compressed 
against  the  first  rib. 


CHAPTER  II 

THE  SCALP 

The  scalp  consists  of  the  soft  parts  covering  the  bony  vault 
of  the  cranium.  It  extends  from  the  superior  curved  line  of  the 
occipital  bone,  behind,  to  the  superciliary  ridges  in  front; on  the 
sides  to  the  temporal  ridges.  It  may  l>e  divided  into  five  layers, 
although  the  scalp  proper  is  formed  by  the  union  of  the  first 
three  (Fig.  7). 


1.  The  skin  is  the  thickest  in  the  body.  It  is  intimately 
connected  with  the  occipitofrontalis  muscle  and  aponeurosis  by 
means  of  the  superficial  fascia,  hence  it  moves  with  the  muscle- 
It  is  rich  in  sebaceous  glands.  The  excretory  ducts  of  these 
glands  frequently  become  occluded  and  give  rise  to  sebaceous 
cysts  (wens).  These  cysts  may  grow  to  a  considerable  size. 
They  form  the  most  common  tumor  of  the  scalp.  They  are 
situated  superficial  to  the  occipitofrontalis  aponeurosis,  and 
their  removal  should  be  accomplished  without  invading  the 
dangerous  area  of  the  scalp. 

2.  The  superficial  fascia  is  a  fibrofatty  layer,  very  dense, 
and  capable  of  resisting  pressure.     Above,  it  is  intimately  eon- 
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nected  with  the  skin ;  below,  with  the  occipitof rontalis  aponeu^ 
rosis.  Behind,  it  is  continuous  with  the  superficial  fascia  of  the 
neck;  in  front,  with  the  superficial  fascia  of  the  face;  hence,  the 
readiness  with  which  erysipelas  of  the  scalp  extends  to  these 
parts. 

It  contains  (a)  the  principal  vessels  and  nerves  of  the  scalp. 
There  are  two  peculiarities  about  the  arteries  of  the  scalp:  first, 
they  are  subcutaneous  instead  of  subaponeurotic;  second,  they 
lie  in  channels  in  the  dense  fibrous  layer  to  which  they  are 
adherent.  Hence,  in  wounds  of  the  scalp  hemorrhage  is  profuse 
because  the  artery  can  neither  contract  nor  retract.  It  is  very 
difficult  to  clamp  the  bleeding  vessel.  A  suture  ligature  is  the 
best  means  of  controlling  the  hemorrhage.  (6)  The  hair-bulbs 
which  have  such  a  firm  attachment  in  the  fascia  that  the  weight 
of  the  body  may  be  lifted  by  grasping  the  hair.  Many  instances 
are  recorded  where  the  hair,  being  caught  in  the  wheels  of  a 
machine,  the  scalp  was  torn  from  the  skull,  the  hair-roots 
remaining  intact. 

3.  The  occipitofrontalis  is  the  broad  musculo-aponeurotic 
layer  which  covers  the  vertex  of  the  skull  from  occiput  to  brow. 
It  consists  of  two  flat  muscular  tellies  (occipital  and  frontal) 
and  an  intervening  aponeurosis.  The  occipital  portion^  about 
1^  inches  in  length,  arises  from  the  superior  curved  line  of  the 
occipital  bone  and  the  mastoid  process  of  the  temporal  bone. 
The  fibers  ascend  in  a  parallel  direction  to  terminate  in  the 
aponeurosis. 

The  frontal  portion  arises  from  the  supra-orbital  margin  and 
the  external  angular  process  of  the  orbit.  The  fibers  arch 
upward  over  the  forehead  and  meet  the  aponeurosis  at  the 
coronal  suture. 

The  frontal  portion  is  supplied  by  the  facial  nerve,  the 
occipital  portion  by  the  posterior  auricular  branch  of  the  facial. 
Because  of  its  intimate  connection  with  the  skin  through  the 
superficial  fascia,  the  integument  participates  in  the  movements 
of  the  occipitofrontalis  muscle.  Laterally,  the  aponeurosis  is 
continuous  with  the  temporal  fascia  below  the  temporal  ridge. 

4.  The  subaponeurotic  layer  consists  of  loose  areolar  tissue. 
Its  laxity  explains  the  mobility  of  the  scalp.  It  permits 
extensive  flaps  to  be  torn  loose.  The  Indian  practice  of  scalping 
was  a  simple  procedure,  since  a  portion  of  the  scalp  was  removed 
above  this  loose  connective  tissue.  This  layer  has  been  called 
by  Treves  the  dangerous  area  of  the  scalp,  because  suppuration 
within  the  layer  spreads  widely.     It  may  undermine  the  entire 
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scalp  and  form  beneath  it  a  bed  of  pus.  To  provide  proper 
drainage  for  a  phlegmon  of  this  layer,  incision  should  be  made 
above  the  superior  curved  line  of  the  occipital,  above  the  eye- 
brow, or  above  the  zygoma.  Wounds  of  the  scalp  do  not  gape 
unless  the  occipitofrontalis  muscle  or  aponeurosis  be  involved. 
Wounds  transverse  to  the  direction  of  the  muscle  present  the 
greatest  amount  of  gaping. 

5.  The  pericranium  (external  periosteum)  is  loosely  attached 
to  the  bone  except  at  the  sutures  where  the  union  is  intimate. 
The  pericranium  differs  from  periosteum  in  that  necrosis  of  bone 
follows  extensive  removal  of  periosteum,  while  the  pericranium 
may  be  removed  and  the  bone  survive  because  of  the  nutrition 
it  receives  through  the  dura  mater;  hence,  the  cranial  bones 
are  independent  of  the  pericranium. 

Neither  the  pericranium  nor  dura  mater  has  the  power  of 
reproducing  bone  as  does  the  periosteum;  therefore,  in  loss  of 
bone  in  the  skull  due  to  operation  or  necrosis,  new  bone  does  not 
form  and  the  gap  is  filled  in  only  by  connective  tissue.  The 
pericranium  dips  down  between  the  sutures  and  is  continuous 
with  the  external  laver  of  dura  mater.  Thus  it  forms  the 
iniersuiural  membrane.  Hence,  the  products  of  inflammation 
beneath  the  pericranium  are  confined  to  one  bone.  Inflam- 
mation of  the  pericranium  may  extend  to  and  involve  the  dura 
mater  through  the  intersutural  membrane. 

The  arteries  of  the  scalp  are  arranged  in  pairs.  Two  ante- 
rior— the  frontal  and  supra-orbital;  two  lateral — the  anterior 
and  posterior  temporals;  two  posterior — the  posterior  auricular 
and  occipital. 

The  frontal  is  the  terminal  branch  of  the  ophthalmic.  It 
leaves  the  orbit  at  the  inner  angle  and  ascends  on  the  forehead, 
anastomosing  with  the  supra-orbital  and  the  frontal  of  the 
opposite  side.  In  the  operation  of  rhinoplasty,  where  the  flap 
is  taken  from  the  forehead  to  form  a  new  nose,  the  integrity  of 
this  artery  assures  the  vitality  of  the  flap. 

The  supra-orbitaly  a  branch  of  the  ophthalmic,  exits  through 
the  supra-orbital  notch  in  company  with  the  nerve  of  the  same 
name.  It  passes  vertically  up  and  anastomoses  with  the 
frontal  and  anterior  temporal.  In  resecting  the  supra-orbital 
nerve  the  artery  gives  the  surgeon  little  trouble,  because  of  its 
small  size. 

The  temporal^  one  of  the  branches  of  the  external  carotid, 
exits  from  the  parotid  at  the  interspace  between  the  condyle  of 
the  jaw  and  the  external  auditory  meatus.     It  is  accompanied 
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by  the  auriculotemporal  nerve.  Two  inches  above  the  zygoma 
it  dividea  into  uu  anterior  and  posterior.  The  anterior  anasto- 
moses with  the  supra-orbital;  the  posterior  anastomoses  with 
the  posterior,  auricular,  and  occipital. 

The  earliest  evidence  of  arterial  degeneration  is  seen  in  this 
arterj',  especially  the  anterior  branch.  It  is  the  most  frequently 
wounded  of  all  the  arteries  of  the  scalp.  Cirsoid  aneurysm 
more  frequentlj-  affects  tlie  superficial  temporal  than  any  other 
artery  of  the  body.  The  superficial  temporal  is  always  a  con- 
venient vessel  for  the  anesthetist  to  feel  the  pulse,  more  espe- 
cially when  the  radial  is  not  handy. 

The  posterior  auricular,  a  branch  of  the  external  carotid.  It 
passes  over  the  mastoid  process  and  divides  into  an  anterior 
and  posterior  branch.  The  anterior  anastomoses  with  the 
posterior  temporal,  the  posterior  with  the  occipital. 

The  occipUai,  a  branch  of  the  external  carotid  and  a  vessel  of 
some  volume.  It  pierces  the  trapezius  muscle  at  its  attach- 
ment to  the  superior  curved  line  at  a  point  midway  between  the 
external  occipital  protuberance  and  the  mastoid  process.  It 
anastomoses  with  (a)  the  posterior  temporal ;  (b)  the  posterior 
auricular;  (c)  the  occipital  of  the  opposite  side.  AH  the  arteries 
of  the  scalp  go  from  base  to  apex  and  form  a  complete  anas- 
toniasis.     An  extremely  active  circulation  results. 

Peculiarities  of  Arteries  of  the  Scalp. — (a)  They  are  sub- 
cutaneous instead  of  subaponeurotii';  hence,  they  are  more 
superficial  than  arteries  of  the  same  caliber  in  other  parts  of 
the  body.  {f>)  They  are  lodged  in  channels  in  the  subcutaneous 
fibrous  tissue  an<l  are  adherent  to  the  walls  of  these  channels; 
hence,  they  do  not  retract  after  being  cut,  or  diminish  in 
caliber;  on  this  account  wotmd.s  of  the  scalp,  even  when  small, 
are  followed  by  profiise  hemorrhage. 

Treatment  of  Hemorrhage  from  the  Scalp. — Because  of  the 
fibrous  character  of  the  ti.s.«ne  in  which  the  arteries  lie,  clamp 
and  ligature  are  unsatisfactory.  It  is  difficult  to  seize  the 
bleeding  point  with  a  clamp,  and  it  b  almost  impossible  to  pre- 
vent the  ligature  from  slipping  off.  The  two  methods  of  control 
most  satisfactory  are  (a)  compression.  The  vessels  lying  in 
channels  directly  over  a  plane  of  bone;  this  means  is  always 
efficacious.  In  operations  on  the  scalp  a  tourniquet  of  rubber 
tubing  applied  to  the  base  of  the  scalp  will  render  the  operation 
almost  bloodless,  (h)  Suture  ligature.  A  needle  threaded  with 
catgut  and  passed  under  the  bed  of  the  artery  anchors  the 
ligature  in  place  and  secures  satisfactory  control. 
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Wounds  of  the  Scalp. — While  they  bleed  profusely,  they 
heal  rapidly  and  possess  a  high  vital  resistance  against  infection. 
According  to  their  depth  they  may  be  (a)  supra-aponeurotic  in 
which  there  is  no  tendency  for  the  edges  of  the  wound  to  separate 
and,  if  small,  needs  neither  suture  nor  drainage,  and  (6)  sub- 
aponeurotic, in  which  the  edges  have  a  tendency  to  separate,  the 
more  so  if  the  wound  be  transverse  to  the  direction  of  the 
aponeurosis.  Drainage  should  always  be  employed,  because 
the  "dangerous  area'*  is  exposed. 

Because  of  the  vascularity  of  the  scalp,  large  flaps  may  be 
torn  loose  without  danger  of  gangrene,  and  healing  usually 
ensues  when  the  flap  is  replaced. 

The  veins  of  the  scalp  are  of  three  classes: 

(1)  Superficial,  usually  accompany  the  corresponding  arteries 
in  the  superficial  fascia. 

(2)  Diploic y  traverse  the  diploe  (the  spongy  osseous  tissue 
between  the  two  tables  of  the  skull)  (see  Fig.  9).  They  possess 
only  an  internal  covering,  find  their  greatest  development  in  the 
aged,  and  communicate  with  the  venous  sinuses  internally  and 
the  superficial  veins  externallv,  bv  means  of  the  emissarv  veins. 

(3)  Emissart/,  pass  through  foramina  in  the  skull  and  estab- 
lish communication  between  the  veins  of  the  scalp  and  the 
sinuses  of  the  brain. 

The  two  most  important  are — 

1.  A  vein  which  passes  through  the  parietal  foramen  to 
reach  the  superior  longitudinal  sinus. 

2.  A  vein  which  traverses  the  mastoid  foramen  to  reach  the 
lateral  sinus.  The  application  of  leeches  behind  the  ear  thus 
abstracts  blood  directly  from  the  intracranial  circulation. 

Other  smaller  veins  traverse  the  various  foramina  and  the 
scalp  also  possesses  minute  veins  communicating  with  the 
diploe.  There  is,  therefore,  a  complete  venous  anastomosis 
between  the  veins  of  the  scalp,  the  veins  of  the  diploe,  and  the 
sinuses  of  the  brain.  Hence,  infections  of  the  scalp  may  in  this 
way  be  carried  to  the  brain  and  meninges. 

All  infections  of  the  scalp  are  dangerous,  because  of  the  direct 
communication  hetv)een  the  extra-  and  intracranial  venous  circtdor 
tion  (Fig.  8).  If  there  were  no  emissary  veins,  injuries  and 
diseases  of  the  scalp  would  lose  half  their  seriousness  (Treves). 

Nerves  of  the  Scalp. — The  sensory  nerves  are  of  interest 
because  they  are  frequently  the  seat  of  neuralgias.  They  are 
the  branches  of  the  trifacial  and  the  cervical  plexus.  The 
following  are  the  most  important: 
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1.  Supra-orbital  nern;  a  branch  of  the  frontal  from  the 
ophthalmic  division  of  the  fifth,  passes  through  the  supra- 
orbital notch  in  company  with  the  artery,  ascends  on  the 
icons  and  pericranial  branches, 
nerve  has  been  resected  at  its 
point  of  exit  from  tlie 
orbit  (at  junction  of  inner 
and  middle  thirds  of  up- 
per margin  of  orbit). 

2.  SupralrockleaT.  a 
branch  of  the  frontal 
from  the  ophthalmic.  It 
passes  inward  above  the 
pulley  of  the  superior 
oblique,  curves  up  on  the 
foi'ehead  1  cm.  from  the 
metiian  lino,  supplies  the 
skin  of  lower  part  of 
forehead  on  either  side 
of  the  median  line,  and 
the  .skin  of  tiie  upper 
lid. 
a  branch  of  the  inferior 
maxillai'y  division  of  the  fifth.  It  ascends  with  the  temporal 
artery  between  the  external  ear  and  the  condyle  of  the  jaw. 
It  supplies  the  integument  of  the  temporal  region,  the  skin 
lining  the  meatus,  and  that  covering  the  helix  and  tragus.  In 
resection  of  this  nerve,  the  superficial  temporal  artery  is  the 
guide  alongside  of  which  the  nerve  lies.  It  is  found  in  front  of 
the  tragus  at  the  base  of  the  zygoma. 

4.  The  great  oceipital  nerir.  the  internal  branch  of  the 
second  cervical-  It  pierces  the  trapezius  near  its  attachment 
to  the  cranium  in  company  with  the  occipital  artery.  It 
supplies  the  integument  of  the  scalp  as  far  forward  as  the 
vertex.  This  nerve  Ih  sometimes  the  seat  of  cervical  neu- 
ralgia. In  resection  the  occipital  arterj'  is  the  guide  to  its 
exposTire. 
The  lymphatics  form  three  distinct  groups: 
{a)  Frontal  empty  into  the  parotid  ganglia.  Some  join  the 
lymphatics  of  the  face  end  in  the  submaxillary  glands. 

(b)  Parietal,  more  voluminous  than  the  preceding,  empty 
into  the  m,'i.stoid  ganglia. 

(c)  Occipital,  pass  directly  back  and  empty  into  the  sub- 
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occipital  ganglia.  Some  may  reach  the  ganglia  under  the 
stemomastoid  and  sometimes  the  submaxillaiy  group. 

The  scalp  in  the  temporal  region  differs  from  that  already 
described  by  the  interposition  of  the  temporal  fascia  and  the 
temporal  muscle. 

The  temporal  fascia  is  a  shining,  white,  fan-shaped  fascia, 
to  whose  under  surface  are  attached  the  superficial  fibers  of  the 
temporal  muscle.  Above,  it  is  attached  to  the  entire  extent 
of  the  temporal  ridge;  below,  it  divides  into  two  layers,  the 
outer  layer  being  attached  to  the  external  border  and  the  inner 
to  the  internal  border  of  the  zygomatic  arch. 

Between  the  two  layers  is  a  small  quantity  of  fat,  the  orbital 
branch  of  the  temporal  artery,  and  a  filament  from  the  superior 
maxillary  nerve  (Gray).  Because  of  the  density  of  this  fascia 
abscesses  beneaih  rarett/  point  to  the  surface^  but  burrow  into  the 
pterygoid  and  maxUlari/  regionSy  appearing  in  the  mouJth  or  neck. 

The  temporal  muscle  Is  a  broad,  triangular  muscle  occupying 
the  temporal  fossa.  It  is  inserted  into  the  bony  wall  of  the 
temporal  fossa  and  the  under  surface  of  the  temporal  fascia. 
The  fibers  converge  to  a  tendon  which  is  inserted  into  the  apex 
and  inner  surface  of  the  coronoid  process  of  the  inferior  max- 
illary bone  as  far  as  the  last  molar  tooth. 

The  inferior  portion  of  the  muscle  is  covered  by  a  mass  of 
fat,  which  diminishes  with  disease,  and  causes  the  deep  depres- 
sions above  the  zygomatic  arch  seen  in  people  with  wasting 
diseases.  The  pericranium  of  the  temporal  fossa  is  much 
thinner  and  more  intimately  adherent  to  the  bone  than  over 
the  vertex.  Hence,  in  this  region  we  do  not  get  subperiosteal 
collections  of  blood  and  pus. 

Collections  of  Blood  or  Pus  in  the  Scalp. — They  may  be 
(a)  s^ubcvianeous;  they  then  are  limited,  and  result  from  a  bruise 
or  superficial  infection  and  are  ordinarily  of  little  moment. 

The  subcutaneous  collections  of  blood  mav  be  the  source  of 
an  error  in  diagnosis.  The  center  softens  and  the  circumference 
becomes  prominent  and  hard,  simulating  a  bony  edge  with 
a  soft  depression  in  the  center,  hence  the  condition  is  not 
infrequently  mistaken  for  depressed  fracture. 

(6)  Subaponeurotic  ("Dangerous  Area''). — The  blood  infil- 
trates with  great  facility  between  the  aponeurosis  and  peri- 
cranium. If  the  bleeding  is  not  arrested  the  soft  parts  are 
completely  denuded  from  the  vault  of  the  cranium.  Sub- 
aponeurotic abscess  is  rare.  Pus,  like  blood,  spreads  in  all 
directions,   the  damage   is    considerable,    and   the    condition 
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demanda  prompt  incision,  thorough  drainage,  and  immobili- 
zation of  the  scalp. 

(c)  SiJiperioiitcal  collections  are  limited  to  one  bone  because 
of  the  intersiituraJ  membrane. 

The  capui  succedaneum  of  the  newborn  in  a  subperiosteal 
hematoma  caused  by  pressure  during  the  passage  of  the  fetus. 
Subperiosteal  collections  of  pus  may  extend  and  involve  the 
dura  mater  through  the  intersutural  membrane. 

Tumors  of  the  Scalp. — All  tumors  above  the  aponeurosis 
are  freely  movable.  All  immovable  pirowths  are  below  the 
aponeurosis.  The  most  jrequent  tuvwr  of  the  scalp  is  the  schfici'mi4i 
cyst  or  wen.  They  may  attain  a  large  size  and  are  frequently 
midtiple.  Situated  in  the  skin,  they  are  freely  movable  and 
may  be  excised  without  opening  the  aponeurosis. 

Papillomas  are  frequent  outgrowths  from  the  skin  of  this 
region. 

Lipomas  are  rare;  when  present  they  originate  in  the  super- 
ficial fascia  and  are  usually  found  in  the  occipital  region. 

Dermoid  ci/sts  are  situated  lieneath  the  aponeurosis  in  a  shal- 
low trough  of  bone  and  are  not  movable.  They  occupy  favorite 
Bites,  such  as  the  glabella,  the  outer  wall  of  the  orbit,  the  tem- 
poroparietal region,  antl  the  ma.'^toicl  region.  They  are  con- 
genital, of  slow  growth,  and  usually  appear  after  puberty.  If 
the  bony  floor  be  entirely  absorbed  the  cyst  will  then  receive 
the  pulsations  from  the  dura  mater  upon  which  it  lies. 

Aneiirijsvi  of  the  stralp  may  be  the  result  of  traumatism 
(punctured  wounds)  affecting  the  branches  of  the  external 
carotid,  principally,  the  temporal. 

Cirsoid  aneurysm  has  a  predilection  for  the  scalp.  It  is 
most  frequently  seen  in  the  superficial  temporal  art«ries.  The 
artery  lengthens,  dilates,  and  becomes  ver^'  tortuous.  There 
sometimes  appear  blood  tumors  which  are  connected  with  the 
intracranial  circulation  through  congenital  defects  m  the 
cranium.  They  communicate  either  with  the  sinuses  or  the 
diploic  veins.  They  are  reducible,  receive  faint  pulsation  from 
the  brain,  disappear  when  the  patient  stands,  and  appear 
when  lying  down.  If  they  are  present  in  the  median  line  they 
are  probably  connected  with  the  superior  longitudinal  sinus. 

Carcinoma  may  originate  in  the  sebaceous  glands  and  hair- 
follicles,  and  re.scmbles  rodent  ulcer  in  its  characteristics. 

Sarcoma  of  the  scalp  is  rare,  and  is  usually  secondary  to 
sarcoma  of  the  periosteum,  diploe,  or  dura. 


CHAPTER  III 
THE  BONY  VAULT  OF  THE  C31ANIUM 

The  cranium  is  a  hollow  sphere  composed  of  eight  bones: 
the  frontal,  ethmoid,  sphenoid,  occipital,  two  parietal  and 
two  temporal.  Besides,  we  have  the  Wormian  bones,  usually 
occupying  the  superior  and  posterior  angle  of  the  parietal  which 
sometimes  being  movable,  may  easily  be  mistaken  for  fragments 
of  a  fractured  bone. 

The  epipteric  bone  is  a  Wormian  bone  which  is  situated  between 
the  anterior  inferior  angle  of  the  parietal  bone  and  the  great 
wing  of  the  sphenoid.  Situated  in  the  "fracture  area,"  it 
may  be  mistaken  for  a  fragment  of  the  tip  of  the  sphenoid 
wing. 

The  bones  of  the  cranium  differ  in  thickness  in  different 
locations  and  in  different  subjects.  They  are  thickest  at  the 
occipital  protuberance,  the  mastoid  process,  the  inferior  por- 
tion of  the  frontal.  Thinnest  at  the  occipital  fossae,  the  tem- 
poral fossae,  and  at  points  corresponding  to  the  sinuses  and 
the  bony  grooves  which  lodge  arteries.  In  applying  the 
trephine  and  in  fracture  of  the  skull  it  is  important  to  keep 
these  points  in  mind. 

The  cranial  bones  are  united  by  means  of  sutures,  principally 
of  the  dentate  form,  the  serrated  borders  dovetailing  with  each 
other.  The  squamous  type  of  suture  is  formed  by  the  over- 
lapping of  bones  over  another,  as  seen  in  the  squamous  portion 
of  the  temporal  overlapping  the  parietal.  Between  the  sutures 
the  pericranium  dips  down  and  forms  the  intersutural  mem- 
brane. 

At  birth  the  cranial  bones  are  not  united.  They  gradually 
grow  together  and  practically  form  one  bone.  This  union 
begins  at  the  fourteenth  year  and  is  completed  about  the 
fortieth. 

When  union  takes  place  too  early,  due  to  the  arrest  of  develop- 
ment of  the  brain,  a  condition  of  microce'phahis  is  produced. 
Lannelongue  has  proposed  to  relieve  this  condition  by  excising 
strips  of  bone  on  each  side  of  the  vertex  of  the  skull  (crani- 
otomy)  to  allow  the  brain  to  expand.     The  results  do  not 
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justify  this  procedure,  nor  is  it  founded  on  scientific  facts,  since 
the  undeveloped  brain  is  the  caiLse  and  not  the  result  of  the 
microcephalic  skull. 

The  cranium  is  elastic  because  of  the  number  of  bones  of 
which  it  is  composed  and  the  cushion  of  intersutural  membrane 
between  them.  Its  elasticity  diminishes  as  age  increases. 
Fracture  of  the  skull  in  children  is  rare;  in  the  aged  it  is  fre- 
quent. Treves  has  compared  the  skull  of  an  infant  to  that  of 
an  old  man  as  a  cranium  of  tin  would  be  to  a  cranium  of  earthen- 
ware.    A  blow  that  would  dent  the  one  would  crack  the  other. 

Structure  of  Cranial  Bones. — They  are  composed  of  two 
bony  tables  with  an  intermediary  spong}'  tissue  between,  the 
diploc,  in  which  ramify  the  diploic  veins  (Fig.  9). 

The  outer  table  is  formed  of  compact  bone  of  a  certain  thick- 
ness and  is  very  elastic. 


Fig.  9.— Showin(;  the  Tables  ok  the  Skull. 

The  imier  tabic,  formed  of  compact  hone,  is  thinner  and 
whiter.  Its  surface  is  irregular,  being  grooved  for  the  lodg- 
ment of  the  meningeal  vessels.  Jt  is  very  brittle  and  possesses 
no  elasticity. 

The  elasticity  of  the  outer  table,  the  l)rittleness  of  the  inner 
table,  and  the  intervening  diploc  explains  the  peculiar  results 
following  blows  on  the  skull  which  will  receive  further  attention 
when  we  consider  fractures  of  the  skull. 

Peculiarities  in  the  Nutrition  of  the  Cranial  Bones. — The 
pericranium  forms  an  external  periosteum,  the  dura  mater  an 
internal  periosteum,  and  between  the  two  tables  ramify  the 
di})loic  veins. 

The  pericranium  is  loosely  attached  to  the  bones  at  the 
vault  of  the  cranium.  If  it  be  stripped  from  the  hone  necrosis 
docs  not  follow,  nor  does  necrosis  follow  if  the  hone  he  deprived 
of  dura  mater. 

Neither  the  pericranium  nor  the  dura  mater  have  the  power 
of  forming  new  hone.  When  a  portion  of  Imno  is  removed  the 
gap  is  not  filled  by  new  hone;  the  cicatrix  of  the  skin  adheres 
to  the  dura  and  closes  the  opening. 
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Necrosis  of  the  vault  of  the  skull  is  quite  common.  The 
outer  table  having  less  nutrition  than  the  inner  table  is  more 
frequently  affected.  Necrosis  may  give  rise  to  thrombo- 
phlebitis and   pyemia  of   the   intracranial   circulation,  or  to 

meningitis. 

FRACTURES  OF   THE  SKULL 

The  skull  in  children  is  not  easily  fractured.  The  bones 
are  elastic,  ossification  is  incomplete — a  blow  that  would  frac- 
ture the  adult  skull  will  simply  indent  the  skull  of  a  child. 

Predisposition  to  fracture  of  the  skull  increases  with  age. 
After  the  fortieth  year  ossification  is  complete  and  the  cranium 
may  be  considered  one  bone. 

There  are,  however,  certain  features  of  architecture  and 
mechanism  which  act  as  a  protection  and  render  fracture  of 
the  skull  less  frequent. 

The  anatomical  reasons  given  by  Treves  are: 

1.  The  density  and  mobility  of  the  scalp. 

2.  The  dome-like  arrangement  of  the  vault. 

3.  The  number  of  bones  tliat  compose  the  head  causes  the 
violence  to  be  broken  up  among  many  segments. 

4.  The  sutures  interrupt  the  continuity  of  any  given  force. 

5.  The  intersutural  membrane  acts  as  a  linear  buffer. 

6.  The  mobility  of  the  head. 

7.  The  elasticitv  of  the  bones  themselves. 

In  fracture  of  the  skidl  the  broken  bone,  per  se,  is  of  little 
moment;  it  is  the  injury  to  the  soft  parts  within  the  skull  that  gives 
to  this  lesion  sequdce  of  special  gravity. 

Linear  fracture  is  frequently  unrecognized,  produces  no 
symptoms,  and  repair  proceeds  without  interruption.  When 
the  fragments  are  depressed  and,  as  is  usual,  associated  with  a 
wound  of  the  scalp,  pressure  effects  are  produced  by  the  frag- 
ments themselves,  or  by  a  blood-clot  from  the  lacerated  arteries 
or  veins.  The  brain  tissue  itself  may  be  irreparably  damaged, 
and  the  entrance  of  micro-organisms  may  later  give  rise  to 
cerebral  abscess. 

Fractures  of  the  vault  are  produced  by  direct  violence. 
The  elasticity  of  the  outer  table,  the  brittleness  of  the  inner 
table,  and  the  intervening  diploe  explain  the  peculiar  results 
following  blows  on  the  vault  of  the  skull. 

We  can  never  form  an  exact  idea  of  the  extent  of  a  fracture 
from  the  condition  of  the  outer  table. 

There  may  be  a  fracture  of  the  inner  table  without  the  integ- 
rity of  the  outer  table  being  destroyed  (Fig.  10). 
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There  may  be  a  simple  fissure  of  the  outer  table  and  a  multiple 
fracture  of  the  inner  table. 

There  may  be  a  fracture  of  the  outer  table  ilepressed  into  the 
(lipioe.  with  the  inner  tabic  intact  (Fig.  11). 


FiQ.  10.— Fh 

Both  tallies  may  he  frai'tiired  ami  ilepre.ssed  (Fig.  VI). 

Fractures  of  the  Base  o£  the  Skull  and  the  Relations  of 
the  Structures  Involved.^On  the  inner  .surface  of  the  base  of 
the  skull  are  thi-ee  foss;v:  the  anterior,  middle,  and  posterior, 
arranged  like  thi'ee  steps,  the  anterior  Ijeing  the  highest,  the 
middle  next,  and  tiie  posterior  the  lowest. 


The  anterior  fossa  lodges  the  frontal  loljes,  which  rest 
directly  upon  the  thin  orbital  plates.  The  olfactory  bulbs 
lie  Hpon  the  cribriform  plate  of  the  ethmoid,  sending  filaments 
to  the  nasal  cavity. 

Fractures  of  the  anterior  fossa  may  occur  indirectly  by 
extension  from  blows  on  the  forehead  (85  per  cent,  of  basic 
fractures  originate  in  the  vault^Scudder) .  or  directly  by 
foreign  bodies  being  thrust  through  the  thin  orbital  plates, 
or  through  the  cribriform  plate  of  the  ethmoid  by  way  of  the 
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nose-  Fractures  of  the  anterior  fossa  may  be  followed  by 
subconjunctival  ecchymosis;  blood  and  cerebrospinal  fluid 
may  flow  from  the  nose.  Pressure  on  the  olfactory  nerve 
may  cause  loss  of  smell;  pressure  on  the  optic  nerve  blindness 
on  the  affected  side. 

The  middle  fossa  lodges  the  temporal  lobe.  The  relation 
of  the  brain  to  the  mastoid  antrum,  separated  only  by  a  thin 
plate  of  bone — the  tegmen  tympani — explains  the  frequency 
of  abscess  of  the  temporal  lobes  resulting  from  middle-«ar 
disease. 

The  posterior  border  of  the  lesser  wing  of  the  sphenoid  cor- 
responds to  the  fissure  of  Sylvius. 

The  cavernous  sinus  is  lodged  in  a  groove  on  each  side  of 
the   sella   turcica.     The   internal    carotid    artery,   the   third, 
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fourth,  ophthalmic  division  of  the  fifth,  and  sixth  nerves  are 
within  the  walls  of  the  sinus. 

Traumatism  or  fracture  of  the  base  in  this  region  may  be  the 
cause  of  a  communication  between  the  artery  and  the  sinus 
resulting  in  an  arteriovenous  aneurysm  which,  because  of  its 
situation,  produces  a  pulsating  exophlhalmos. 

The  Gasserian  ganglion  is  lodged  in  an  osteofibrous  space 
(the  cave  of  Meckel)  near  the  apex  of  the  petrous  portion  of 
the  temporal  bone.  On  its  upper  surface  is  the  dura  mater, 
intimately  adherent.  From  it  is  given  off  its  three  large 
branches:  the  ophlholmic,  passing  through  the  sphenoidal 
fissure,  the  superior  maxUtary  through  the  foramen  rotundum, 
and  the  inferior  mazillary  through  the  foramen  ovale.  The 
first  and  second  divisions  are  purely  sensory,  the  third  is 
joined  by  a  motor  root  outside  the  cranium,  and  is  both  motor 
and  sensory.  The  Gasserian  ganglion  is  removed  for  intrac- 
table facial  neuralgia  (see  pp.  77  and  78). 
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Fractures  of  the  Middle  Fossa. — The  middle  fossa  is  the 
most  common  place  for  fracture  of  the  base  occurring  indi- 
rectly from  extension  of  fractures  of  the  parietal  region  of  the 
skull  or  by  blows  on  the  chin  causing  a  violent  impact  of  the 
condyle  of  the  jaw  against  the  glenoid  cavity.  In  fractures  by 
extension  the  petrous  portion  of  the  temporal  bone  is  frequently 
involved,  giving  rise  to  injury  of  the  facial  and  auditory  nerves. 
Twenty-five  per  cent,  of  all  fractures  of  the  base  involve  these 
nerves. 

The  arachnoid  surrounding  the  nerves  may  be  torn  and 
the  internal  ear  so  injured  as  to  allow  cerebrospinal  fluid  and 
blood  to  flow  from  the  ear. 

The  fractures  may  involve  the  body  of  the  sphenoid  and 
blood  find  its  way  into  the  pharynx.  The  nerves  which  may 
be  involved  by  traumatism  or  pressure  in  the  middle  fossa 
are: 

The  Motor  Oculi. — Followed  by  ptosis,  slight  exophthalmos, 
dilated  pupil,  and  external  stral^ismus.  The  eyeball  cannot 
be  moved  upward,  downward,  or  inward.  The  eye  deviates 
outward,  accommodation  is  paralyzed. 

The  Trochlear. — Eveball  cannot  be  turned  downward.  The 
eyeball  is  deviated  upward  and  slightly  inward.  Patient 
complains  of  double  vision. 

The  Trifacial. — Loss  of  sensation  in  the  face  and  cornea. 
Loss  of  the  power  of  mastication.  Paralysis  of  the  masseter, 
pterygoid,  and  temporal  muscles. 

The  Abducem<. — The  eveball  cannot  be  turned  outward,  there 
is  internal  strabismus  and  diplopia. 

When  the  petrous  portion  of  the  temporal  bone  is  fractured 
there  is  likely  to  be  an  involvement  of  facial  and  auditory 
nerves. 

The  Facial. — Followed  by  complete  paralysis  of  the  muscles 
of  expression,  the  soft  palate,  and  orbicular  muscles  of  the 
mouth  and  eye.  The  face  is  smooth  and  expressionless  on 
the  affected  side,  the  eyelid  cannot  be  closed.  If  the  patient 
attempts  to  smile  or  whistle  the  face  is  drawn  over  to  the 
sound  side.  If  he  tries  to  swallow  fluids,  thev  dribble  from 
the  mouth  on  the  affected  side. 

The  Auditor!/. — Deafness  on  the  affected  side. 

The  posterior  fossa  lodges  the  cerebellum. 

In  the  center  is  the  foramen  magnum,  transmitting  the 
lower  portion  of  the  medulla,  the  spinal  accessory  nerves,  and 
the  vertebral  arteries. 
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Above  and  passing  downward  and  forward  are  the  deep 
grooves  which  lodge  the  lateral  sinuses  and  terminate  in  the 
jugular  foramen. 

Fractures  of  the  posterior  fossa  may  be  caused  by  falls 
upon  the  buttock,  knees,  or  feet,  the  violence  causing  an 
impaction  of  the  spinal  column  against  the  condyles  of  the 
occipital  bone;  or  it  may  result  from  extension  of  fractures  of 
the  occipital  region  of  the  skull.  Extravasation  of  blood 
takes  place  beneath  the  deep  fascia  and  ecchymotic  spots  may 
be  seen  along  the  course  of  the  posterior  auricular  artery  and 
over  the  tip  of  the  mastoid  process. 

The  nerves  which  may  be  involved  are  the  glossopharyngeal, 
pneumogastric,  spinal  accessory,  and  hypoglossal,  giving  rise 
to  bulbar  symptoms,  indistinct  articulation,  atrophy  of  the 
tongue,  difficulty  in  swallowing,  paralysis  of  the  sternomastoid 
and  trapezius  (Eisendrath). 

Craniotabes  is  a  condition  found  in  rickety  children  and 
tertiary  syphilis.  It  consists  of  a  softening  of  circumscribed 
areas  of  bone  in  the  cranium.  These  areas  when  pressed  upon 
by  the  finger,  feel  like  wet  parchment. 

The  cranial  bones  are  also  affected  by  syphilitic  and  tuber- 
cular diseases.  Osteoma  and  sarcoma  are  sometimes  found 
in  these  bones. 

The  tumors  which  arise  from  lack  of  development  of  the 
cranial  bones  will  be  discussed  under  Tumors  of  the  Brain. 


CHAPTER  IV 

THE  CRANIAL  CONTENTS 

The  soft  parts  of  the  cranial  cavity  coo^t  of — 

(a)  The  envelopes  or  membranes. 

(6)  The  cerebrospinal  fluid. 

(c)  The  brain. 

The  membranes  of  the  brain  are  three: 

1.  The  dura  mater — the  membrane  of  protection, 

2.  The  arachnoid — the  membrane  of  adjustment. 

3.  The  pia  mater — the  membrane  of  nutrition. 

The  dura  mater  is  the  thickest  and  most  external  of  the 
three  membranes  of  the  brain.  It  forms  a  fibrous  covering  for 
the  brain  and  has  a  fourfold  function. 

1.  /(  forms  the  internal  periosteum  of  the  skuU.  Through  this 
means  the  bones  of  the  skull  receive  a  large  part  of  their 
nourishment,  and  for  this  reason  necrosis  does  not  follow  when 
the  bones  are  denuded  of  pericranium. 


FlO.    13. — COHFRlSaiON    OF    THE 


The  external  surface  of  the  dura  mater  is  adherent  to  the 
bones  of  the  cranium,  but  not  to  the  same  extent  in  all  parts. 
Il  is  loosely  aitache<l  to  the  vault  of  the  cranium,  except  along 
the  sutures  and  around  the  foramina ;  hence  collections  of  blood 
or  pus  may  form  lietween  the  bone  and  the  dura  and  cause 
compression  (Fig.  l.'i). 

It  is  intimately  attached  to  the  ba.se  of  the  skull,  especially 
at  the  bony  prominences;  hence  collections  of  blood  and  pus 
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between  the  skull  and  the  dura  rarely,  if  ever,  occur  at  the 
base. 

The  Pacchionian  bodies  are  small  projections,  usually  in  clus- 
ters, found  on  the  surface  of  the  dura  mater  in  the  neighbor- 
hood of  the  superior  longitudinal  sinus.  They  cause  depres- 
sions on  the  inner  surface  of  the  skull  bone.  At  times  they 
become  so  large  as  to  cause  pressure  enough  to  give  rise  to  focal 
epilepsy.  Deaver  has  trephined  to  relieve  this  condition-  While 
they  appear  to  originate  in  the  dura,  they  are  really  villous  proc- 
esses of  the  arachnoid  which  push  the  dura  mater  before  them. 
They  serve  as  channels  for  the  passage  of  the  cerebrospinal 
fluid  into  the  venous  sinuses  of  the  dura  mater  and  in  this  way 
rdieve  intracranial  pressure  from  excess  of  cerebrospinal  fluid. 


The  middle  meningeal  artery  is  the  most  frequent  source 
of  epidural  hemorrhage,  and  its  relation  to  the  dura  is  of  great 
sui^cal  importance  (Fig.  14).  It  is  a  branch  of  the  internal 
maxillary  and  enters  the  cranium  throup;h  the  foramen  spino- 
sum.  At  the  anterior  inferior  angle  of  the  parietal  bone  it 
divides  into  two  branches,  anterior  (the  larger)  and  posterior. 

The  artery  lies  between  the  skuH  and  the  dura.  It  is  lodged 
in  bony  grooves  and  is  adherent  to  the  dura.  Fracture  of  this 
portion  of  the  skull  is  apt  to  be  accompanied  by  rupture  of  the 
artery,  and  the  subsequent  effusion  of  blood  between  the  dura 
and  the  skull  forms  a  clot  that  compresses  the  brain.  This 
pressure  over  the  motor  tract  will  be  followed  by  symptoms 
of  paralysis. 

Epidural  faemorrbage  has  for  its  seat  of  election  the  lateral 
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regions  of  the  cranium;  because  (a)  the  principal  branches  of 
the  middle  meningeal  artery  are  in  the  temporal  region;  (6)  the 
dura  mater  is  loosely  attached  at  this  point;  (c)  fractures  are 
most  frequent  at  this  point  because  of  the  thinness  of  the  bone. 

The  two  causes  of  epidural  hemorrhage  are  contusion  and 
fracture.  A  contusion  may  produce  a  tearing  of  the  dura 
mater  and  rupture  of  the  artery  and  the  rupture  of  the  artery 
may  occur  on  the  opposite  side  from  the  trauma.  A  hem- 
orrhage occurring  in  this  way  is  known  as  hemorrhage  contre- 
coup. 

The  symptoms  of  compression  from  epidural  hemorrhage 
do  not  appear  immediately,  as  in  depressed  fracture.  They 
appear  after  a  few  hours,  since  an  interval  of  time  must  elapse 
before  a  clot  is  formed  sufficiently  large  to  produce  pressure 
symptoms. 

Diagnosis  of  the  cause  of  compression  may  be  made  by  ob- 
serving the  interval  of  time  which  elapses  Ixjtween  the  trau- 
matism and  the  appearance  of  compression  symptoms.  //  the 
Sj/mptoms  appear  immediately,  depressed  bone  is  the  cause.  If 
they  appear  a  few  hours  after,  hemorrhage  is  the  cause.  If  they 
appear  a  few  weeks  after,  abscess  is  the  cause. 

The  treatment  of  epidural  hemorrhage  is  to  trephine  for  re- 
moval of  clot  and  arrest  of  hemorrhage.  The  point  of  election 
for  placing  the  trephine  in  suspected  hemorrhage  from  the 
middle  meningeal  is  a  point  two  fingers'-breadth  above  the 
midpoint  of  the  zygoma. 

2.  The  dura  mater  forms  three  partitions  for  the  support  of 
the  lobes  of  the  brain  and  to  pi-event  the  lobes  compressing 
each  other  in  the  different  positions  of  the  head. 

(a)  The  f  alx  cerebri  is  a  sickle-shaped  process  of  dura  mater 
which  forms  a  vertical  partition  l)etween  the  two  hemispheres 
of  the  brain.  Its  narrowest  part  in  front  is  attached  to  the 
crista  galli  of  the  ethmoid  bone,  l)ehind  it  joins  the  tentorium 
at  a  right  angle.  Its  upper  convex  margin  is  attached  to  the 
inner  surface  of  the  skull  in  the  median  line  as  far  back  as  the 
internal  occipital  protulx^ ranee.  In  this  margin  is  contained 
the  superior  longitudinal  sinus.  Its  lower  margin  is  free  and 
concave  and  contains  the  inferior  longitudinal  sinus.  At  the 
line  of  junction  of  the  falx  cerebri  and  the  tentorium  runs  the 
straif}:ht  sinus  (Fig.  15). 

(/>)  The  tentorium  is  a  horizontal  partition  of  dura  mater 
which  forms  a  tent-like  roof,  cresccntic  in  form,  covering  the 
upper  surface  of  the  cerebellum  and  supporting  the  occipital 
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lobes  of  the  brain.  Its  convex  margin,  behind,  is  attached  to 
the  inner  surfaces  of  the  occipital  bone,  represented  by  a  line 
drawn  from  the  external  occipital  protuberance  to  the  external 
auditory  meatus.  In  this  border,  on  each  side,  is  enclosed  the 
lateral  sinus.  Its  upper  surface  joins  at  a  right  angle  the 
posterior  margin  of  the  falx  cerebri. 

In  front  it  is  attached  to  the  upper  margin  of  the  petrous 
portion  of  the  temporal  bone  and  encloses,  on  each  side,  the 
superior  petrosal  sinus.     It  is  continued  forward  and  attached 
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to  the  anterior  and  posterior  clinoid  processes  of  the  sphenoid 
bone. 

(c)  The  falx  cerebelli  is  a  vertical  partition  of  dura  mater 
which  separates  the  two  lobes  of  the  cerebellum.  Its  posterior 
margin  is  attached  to  the  crest  on  the  inner  surface  of  the 
occipital  bone. 

3.  Sinuses. — The  dura  matrr  forms  the  sinuses  or  renous  canals 
which  return  the  blood  from  the  head.  One  of  the  peculiarities 
of  the  cerebral  circulation  is  the  formation  within  the  dura 
mater  of  these  triangular  spaces  in  which  circulates  the  venous 
blood.  These  canals  are  formed  by  splitting  the  dura  mater 
into  two  layers  (Fig.  16).  They  are  adherent  for  the  most 
part  to  the  walls  of  the  cranium.  When  cut  they  remain  open. 
They  have  no  valves,  but  present  irregular  partitions. 
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The  sinuses  receive  tributary  veins  from  the  dura  mater,  from 
the  pericranium,  and  from  the  diploe;  hence,  there  is  an  active 
communication  between  the  intra-  and  extracranial  circulation. 
All  the  blood  from  the  sinuses  finally  flows  into  the  internal 
jugular  vein. 

The  sinuses  are  situated  superiorly  and  posteriorly  and  are 
in  relation  with  the  bones  of  the  cranium.  The  arterial  trunks 
are  situated  anteriorly  and  inferiorly,  and  are  in  contact  with 
the  brain  substance. 

There  are  fifteen  of  these  sinuses,  which  may  be  divided  into 
two  groups:  (1)  the  five  single  sinuses;  (2)  the  five  pairs. 

The  former  are:  superior  longitudinal,  inferior  longitudinal, 
circular,  transverse,  and  straight.     The   latter   are:  lateral, 


Fig.  16. — Showing  the  Splitting  of  the  Dura  Mater  to  Form  the  Walls  of  tbi 

SiNUHES. 

A,  Superior  longitudinal  sinu!<;  B,  straight  sinui*;  C,  lateral  sinus. 


superior  petrosal,  inferior  petrosal,  cavernous,  and  occipital 
(Fig.  17).  The  sinuses  of  special  interest  to  the  surgeon  are 
the  superior  longitudinal,  the  lateral,  and  the  cavernous. 

The  superior  longitudinal  sinus  runs  along  the  attached  bor- 
der of  the  fabc  cerebri.  It  begins  at  the  foramen  cecum,  through 
which  it  receives  a  vein  from  the  nasal  fossa,  courses  from 
before  backward,  grooving  the  middle  of  the  frontal  bone  and 
the  adjacent  edges  of  the  parietals,  and,  descending  on  the 
occipital,  it  terminates  in  the  torcular  Herophili,  opposite  the 
internal  occipital  protul)erance. 

The  torcular  Herophili  is  the  dilated  extremity  of  the  superior 
lonfritudinal  sinus,  into  which  empty  the  lateral,  straight,  and 
occipital  sinuses. 


THE  CRANIAL  CONTENTS  45 

In  its  eoiirae  the  sinus  receives  the  superior  cerebral  veins 
and  a  pericranial  branch  through  the  parietal  foramen. 

The  course  of  the  sinus  is  marlced  on  the  scalp  by  a  straight 
line  drawn  from  the  root  of  the  nose,  over  the  median  line  of  the 
vertex,  to  the  external  occipital  protuberance. 


1.  IT.— ScHEUE  Smowiso  the  Sini 
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.  external  iugular  veiD;  K.  fankl  vein:  L, 


Surgical  Considerations. — In  applying  the  trephine  to  the 
skull  it  is  necessary  to  avoid  the  line  which  marks  the  course 
of  the  sinus. 

Compound  fractures  of  the  skull  in  the  median  line  may 
involve  the  sinus  and  give  rise  to  abundant  hemorrhage.  The 
best  means  of  controlling  this  hemorrhage  is  by  the  use  of 
iodoform  gauze  packing.  If  the  rent  in  the  sinus  be  small  it 
may  be  sutured. 

Infections  of  the  scalp  may  I>e  carried  into  the  sinus  by  means 
of  the  parietal  emissary  veins.  Septic  processes  in  the  nose 
may  be  carried  by  the  nasal  vein,  which  has  direct  communica- 
tion with  its  point  of  origin. 

Headache  due  to  cerebral  congestion   may  be  relieved  by 
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epistaxis  or  by  leeching  the  noae,  because  of  the  nasal  com- 
munication with  this  sinus. 

The  lateral  sinuses  are  the  largest  of  the  cranial  sinuses  and 
through  them  all  the  venous  blood  from  the  brain  is  returned 
to  the  jugular  veins. 

In  describing  the  course  of  the  lateral  sinuses  we  may  divide 
it  into  two  portions:  a  horizorUcd  and  sigmoid  (see  Fig,  17). 
The  horizontal  portion  commences  at  the  internal  occipital 
protuberance  and  takes  a  horizontal  course,  running  along  the 
attached  border  of  the  tentorium  cerebeiii  in  a  groove  of  the 
occipital  and  posterior  inferior  angle  of  the  parietal,  as  far  as 
the  mastoid  portion  of  the  temporal  bone. 

Tiie  Sigmoid  Portion. — On  reaching  the  mastoid  portion  of 
the  temporal,  the  sinus  leaves  the  tentorium  and  makes  a  bend 
forming  the  "knee"  of  the  sinus.  Its  direction  is  then  down- 
ward, inward,  and  forward.     It  grooves  the  mastoid  and  ends 


jit  the  jugular  fonimcn  in  the  intcrnd  jugular  vein.  The 
S-Mhaped  portion  of  the  .-iinuH  which  gi-ooves  the  mastoid  is 
sometimes  referred  to  us  the  Kijinioid  sinus. 

The  two  lateral  sinuses  are  ni>t  of  etiual  size.  The  right  is 
usually  large  and  receives  the  blood  from  the  superior  lon^- 
tudinal  sinus,  while  the  left  is  smaller  and  empties  the  straight 
sinus. 

The  course  of  the  lateral  sinus  is  indicated  on  the  scalp: 
the  luirizontal  portion  by  a  line  drawn  from  the  external 
(K'cipital  pro tu  1)6 ranee  to  the  base  of  the  mastoid  proce.ss  and 
the  r^igmoid  portion  l>y  a  line  from  the  base  of  the  mastoid  to 
its  lip  (Fig.  ISi. 

The  lateral  jiimis  in  its  course  receives  various  tributaries: 

(n)  The  superior  jtcti-osal  sinus  join.s  it  at  the  bend  of  the 
"knoe." 

(('I  The  inferior  petrosal  at  its  termination  in  the  jugular 
vein. 
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(c)  The  mastoid  vein  and — 

(d)  The  posterior  condyloid  rein  form  a  communication 
with  the  pericranium. 

(e)  The  inferior  cerebral,  the  inferior  cerebellar,  some  diploic 
veins,  and,  frequently,  veins  from  the  internal  ear  also  join  the 
sinus. 

Surgical  Considerations. — Leeching, — The  proper  place  to 
apply  a  leech  in  meningitis  is  behind  the  ear;  thus,  blood  is 
directly  abstracted  from  the  lateral  sinus  through  the  mastoid 
vein.  Another,  but  less  favorable  site,  is  the  inner  canthus 
of  the  eye,  where  blood  may  be  abstracted  from  the  cavernous 
sinus  by  the  anastomosis  between  the  angular  and  ophthalmic 
veins. 

Septic  thrombosis  of  lateral  sinus  may  follow  middle-ear 
disease.  The  sigmoid  is  the  portion  most  frequently  involved. 
If,  in  mastoid  disease,  the  antrum  has  been  opened  and  drained 
without  satisfactory  results,  the  sigmoid  portion  of  the  lateral 
sinus  should  be  opened  and  the  infected  clot  removed.  The 
internal  jugular  vein  should  be  ligated  to  prevent  the  dissemi- 
nation of  the  infected  clot. 

Trephining  the  Lateral  Sinus. — This  is  done  for  septic  throm- 
bosis following  middle-ear  disease,  and  the  sigmoid  portion  of 
the  sinus  is  the  part  exposed.  This  condition  being  a  com- 
plication of  mastoid  disease,  the  mastoid  is  usually  opened  first 
and  the  sinus  subsequently  exposed  by  removing  the  inter- 
vening bone. 

Before  removing  the  clot  from  the  sinus  the  internal  jugular 
vein  should  be  ligated  to  prevent  the  dissemination  of  septic 
emboli.  For  primary  exposure  of  the  sigmoid  sinus  the  fol- 
lowing landmarks  are  useful.  Draw  a  line  vertically  bisecting 
the  mastoid  from  base  to  tip.  Make  the  opening  on  this  line 
between  the  parallels  of  the  roof  and  floor  of  the  external 
auditory  meatus. 

It  is  well  to  remember  that  the  two  lateral  sinuses  are  not  of 
equal  size.  The  right  is  usually  larger.  The  right  sigmoid 
groove  is  deeper  and  reaches  further  forward;  hence,  in  right- 
sided  otitis  media  intracranial  lesions  are  more  frequent 
because  the  sigmoid  portion  of  the  right  lateral  sinus  is  nearer 
the  middle  ear. 

Relation  of  the  Sinus  to  the  Mastoid  Antrum. — ^The 
mastoid  antrum  lies  a  little  above  and  behind  the  external 
auditory  meatus,  in  a  space  represented  by  the  suprameatal 
triangle  (Fig.  19).     Behind  the  mastoid  antrum  lies  the  bend 
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of  the  sigmoid  part  of  the  lateral  sinus.  Macewen  gives  the 
following  guide:  In  the  adult  a  vertical  line,  drawn  ^  inch 
behind  the  posterior  bony  wall  of  the  external  auditory  meatus 
and  between  the  levels  of  the  roof  and  the  floor,  will,  in  the 
majority  of  cases,  indicate  the  position  of  the  anterior  con- 
vexity of  the  sigmoid  portion  of  the  lateral  sinus. 

Trephining  Mastoid  Cells.— A  number  of  landmarks  have 
been  proposed  in  opening  the  mastoid,  of  which  two  seem  the 
"most  practical: 

(a)  Trephine  through  the  suprameatal  triangle. 

(6)  Deaver  proposes  to  draw  a  horizontal  line  through  the 
roof  of  the  external  auditor}-  meatus  and  a  vertical  line  through 
the  posterior  wall.     Place  the  trephine  in  the  angle. 

Whatever  landmarks  may  be  selected,  there  is  one  invariable 
rule  to  follow,  viz. :  Hng  the  posterior  ica//  of  the  bony  meatus. 
Whatever  the  operative  procedure,  the  work  will  be  facilitated 
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Fig.  19. — White  Dotted  Line  Showr  Suprameatal  Triangle. 

by  making  such  an  incision  as  will  expose  the  entire  mastoid 
process  rather  than  attempt  to  work  through  the  time-honored 
vertical  incision  l)ehin(l  the  ear. 

The  cavernous  sinus  is  so  called  l>ecause  of  the  interfacing 
filaments  within.  The  sinuses  are  situated  on  each  side  of 
the  sella  turcica.  They  are  triangular  in  shape  and  extend 
from  the  sphenoidal  fissure  to  the  apex  of  the  petrous  bone. 
In  front  they  receive  the  ophthalmic  vein,  l)ehind  they  empty 
into  the  petrosal  sinuses.  On  the  sides  they  communicate 
with  each  other  through  the  circular  sinus.  Within,  but 
separated  from  the  blood  current  by  the  lining  membrane, 
which  is  continuous  with  the  outer  coat  of  the  veins,  are  the 
third,  fourth,  and  ophthalmic  division  of  the  fifth  nerves  on  the 
outer  wall,  the  internal  carotid  arterv  with  the  sixth  nerve  on 
the  inner  wall. 

Surgical  Considerations. — The  cavernous  sinus  is  more 
rarely  affected  by   thrombosis  than  the  other  large  sinuses. 
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When  infection  takes  place  it  is  frequently  accompanied  by 
basilar  meningitis.  The  possible  sources  of  infection  are  from 
inflammation  in  the  orbital  cavity,  infections  of  the  face, 
erysipelas,  etc.,  through  the  ophthalmic  vein;  ulcerations  of  the 
tonsil  and  pharynx  through  the  pterygoid  plexus;  and  inflam- 
mations in  the  maxillary,  frontal,  ethmoidal,  and  sphenoidal 
sinuses.  A  case  of  thrombosis  is  reported  from  an  alveolar 
periostitis  following  the  extraction  of  a  wisdom  tooth. 

While  at  the  onset  one  sinus  only  is  affected,  the  inflamma- 
tion usually  spreads  through  the  circular  sinus  to  the  sinus  of 
the  opposite  side.  The  cavernous  sinus  is  separated  from  the 
sphenoidal  sinus  by  a  thin  bony  wall.  A  wound  of  the  cavern- 
ous sinus  which  involves  this  partition  may  be  followed  by 
fatal  hemorrhage  from  the  nose.  An  arteriovenous  aneurysm 
may  be  formed  between  the  cavernous  sinus  and  the  internal 
carotid  artery,  giving  rise  to  exophthalmos  and  a  pulsating 
tumor  of  the  orbit.  Such  a  condition  may  be  caused  by  trau- 
matism (bullet  or  stab  wound,  or  fracture  of  the  base)  or  by  a 
diseased  condition  of  the  coats  of  the  artery.  It  is  well  to 
keep  in  mind,  however,  that  pulsating  tumor  of  the  orbit  may 
also  be  caused  by  an  aneurysm  of  the  orbital  artery. 

4.  The  dura  mater  forms  a  sheath  for  the  nerves  as  they 
leave  the  skull. 

The  arachnoid  (the  membrane  of  adjustment)  is  a  delicate 
serous  membrane  separating  the  fibrous  dura  mater  from  the 
vascular  pia  mater.  It  forms  a  loose  investment  for  the  brain 
and  is  continued  down  over  the  cord.  It  does  not  dip  into  the 
fissures  and  sulci  except  into  the  great  longitudinal  fissure.  It 
is  prolonged  upon  the  nerves  as  a  sheath. 

Subarachnoid  space  is  the  interval  l)etween  the  arachnoid 
and  pia  mater  in  which  circulates  the  cerebrospinal  fluid. 
This  space  is  very  insignificant  on  the  convexity  of  the  skull, 
but  very  extensive  at  the  base  of  the  skull,  beneath  the  cere- 
bellum, medulla,  pons,  and  as  far  forward  as  the  optic  nerves. 
Hence,  as  Hilton  has  observed,  the  most  important  parts  of  the 
brain  do  not  rest  upon  bone,  but  upon  the  subarachnoid  fluid 
which  practically  serves  the  purpose  of  a  "water-bed.'* 

The  anterior  third  is  the  only  part  of  the  brain  resting 
directly  upon  bone,  i.  e.,  the  orbital  plates  of  the  frontal  bone. 
The  posterior  two-thirds  of  the  brain  does  not  lie  directly  upon 
bone,  but  upon  the  cerebrospinal  fluid. 

Cerebrospinal  fluid  circulating  between  the  arachnoid 
and  pia  mater  completely  envelops  the  cerebrospinal  axis, 
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surrounds  the  brain  and  spinal  cord,  penetrates  the  ventricular 
cavities,  and  plays  an  important  r61e  in  the  physiology  and 
pathology  of  the  brain  and  cord. 

It  is  a  clear,  limpid  fluid,  very  rich  in  chlorid  of  sodium.  It 
contains  a  very  small  quantity  of  albumin,  which  distinguishes 
it  from  blood-serum.  Its  quantity  varies  (being  about  60  gm.), 
but  it  is  quickly  reproduced. 

It  Ls  secreted  chiefly  in  the  lateral  ventricles.  It  passes  from 
the  lateral  ventricles  to  the  third  ventricle,  through  the  foramen 
of  Munro,  from  the  third  to  the  fourth  ventricle  through  the 
aqueduct  of  Sylvius,  from  the  fourth  ventricle  through  the 
foramina  of  Magendie,  Key,  and  Retzius,  to  the  subarachnoid 
space  of  the  brain  and  spinal  cord  (Dcaver). 

The  cerebrospinal  fluid  finds  an  outlet  from  the  subarachnoid 
space — 

(a)  By  way  of  the  Pacchionian  bodies — the  villous  pro- 
longations of  arachnoid  which  communicate  with  the  sinuses 
of  the  dura  mater. 

Q))  The  prolongations  of  arachnoid  along  the  cranial  and 
spinal  nerves  communicating  \N'ith  the  lymphatics. 

The  cerebrospinal  fluid  thus  not  only  forms  a  water-bed  in 
which  the  brain  rests,  but  an  adjustable  '^water-bed.** 

The  function  of  the  cerel)rospinal  fluid  is  twofold: 

(1)  Protection. — The  most  important  i)arts  of  the  brain  are 
protected  from  the  concussion  which  might  be  transmitted 
through  the  bones  of  the  skull. 

(2)  Adjustment. — The  l)riiin  will  not  tolerate  the  slightest 
compression,  yet  this  delicate  structure  is  lodged  in  an  immov- 
able bonv  case.  There  is  an  increase  in  l)rain  volume  whenever 
congestion  is  present.  When  the  heart  systole  sends  the  blood 
throughout  the  l)rain,  when  at  each  expiration  the  veins  are 
filled,  how  then  does  the  brain  escape  compression?  Only 
through  the  medium  of  a  movable  liody  in  the  cranium  which 
can  be  displaced  and  can  adjust  itself  to  the  slightest  change 
in  the  brain — the  cerebrospinal  fluid.  At  each  beat  of  the 
heart  and  cadi  act  of  respiration  this  function  of  adjustment 
is  being  i)erforme(l.  the  ebb  and  flow  of  the  cerebrospinal  fluid 
conforming  to  the  quiescence  or  activity  of  the  brain. 

Surgical  Considerations. — After  fractiu-e  of  the  base  of  the 
skull  cerebrospinal  fluid  may  bo  ^Qexi  flowing  from  the  ears  or 
nose  and  lead  to  diagnosis  of  the  site  of  fracture.  When  from 
the  nose  the  anterior  fossa  is  involved,  when  from  the  ears  the 
middle  fossa. 


THE  CRANIAL  CONTENTS  51 

Tubercular  and  inflammatory  deposits  may  lead  to  closure 
of  the  foramen  of  Magendie  and  the  excessive  accumulation  of 
fluid  within  the  ventricle  produce  a  condition  known  as  internal 
hydrocephaliis. 

The  sudden  withdrawal  of  a  large  amount  of  cerebrospinal  fluid 
causes  a  derangement  of  intracranial  pressure  and  disturbance  of 
cerebral  function. 

The  pia  mater  is  the  membrane  of  nutrition.  It  forms 
a  very  thin,  delicate  curtain,  immediately  contiguous  to  the 
brain  substance.  It  is  essentially  vascular  and  invests  the  brain 
intimately,  sending  processes  into  all  its  fissures  and  convolu- 
tions, to  their  entire  depth.  This  membrane  has  been  likened 
to  a  grape  arbor;  the  vessels  running  over  and  through  it,  to  a 
grape  vine. 

Arteries  of  the  Brain. — Four  great  arterial  trunks  carry 
the  blood  to  the  brain — two  verte])rals  and  two  internal 
carotids.  Their  chief  characteristic  is  the  tortuous  course 
which  they  take  before  arriving  at  the  brain.  These  various 
bends  in  the  course  of  the  arteries  are  evidently  for  the  purpose 
of  lessening  the  shock  of  the  heart's  systole. 

The  vertebral  artery,  slightly  sinuous  as  it  ascends  through 
the  foramina  in  the  transverse  processes  of  the  cervical  vertebrie, 
describes  two  curves,  a  vertical  and  a  horizontal  curve.  It 
finally  unites  with  the  vessel  of  the  opposite  side  at  the  lower 
border  of  the  pons  Varolii  to  form  the  basilar  artery. 

The  internal  carotid  rises  verticallv  to  the  base  of  the 
cranium,  where  it  makes  a  very  pronounced  bend.  It  takes 
a  tortuous  course  through  the  carotid  canal;  in  the  cavernous 
portion  it  forms  a  curve  like  the  letter  S;  it  finally  pierces  the 
dura  mater  on  the  inner  side  of  the  anterior  clinoid  process, 
passes  tetween  the  second  and  third  nerves,  and  reaches  the 
anterior  perforated  space  at  the  inner  extremity  of  the  fissure 
of  Sylvius,  where  it  divides  into  two  terminal  branches,  the 
anterior  and  middle  cerebral. 

The  Circle  of  Willis. — The  vertebral  and  internal  carotid 
arteries  form  at  the  base  of  the  brain  a  remarkable  anastomosis 
known  as  the  circle  of  Willis,  which  equalizes  the  flow  of  blood 
in  the  brain  and  permits  ligature  of  the  common  carotid  without 
degeneration  of  the  brain  following.  No  cerebral  disturlmnce 
has  followed  the  ligation  of  both  common  carotids,  providing 
sufficient  interval  has  elapsed  between  the  two  operations. 
When  accident  has  occurred  it  has  been  observed  after  the 
first  operation. 
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The  circle  of  Willis  (Fig.  20)  is  heptagonal  in  outline  and  is 
formed  by  the  two  anterior  cerebrals  in  front,  branches  of  the 
internal  carotid,  connected  by  the  anterior  communicating. 
The  two  posterior  cerebrals  behind,  branches  of  the  basilar, 
connected  by  the  posterior  communicating,  with  the  internal 
carotids.  The  anterior,  the  middle,  and  the  posterior  cerebral 
arteries,  forming  three  great  trunks,  inosculate  freely  in  the  pia 
mater  and  supply  the  brain. 

The  smaller  cerebral  arteries  neither  give  nor  receive  anas- 
tomotic branches,  but  form  a  terminal  circulation.  Hence, 
when  one  of  these  arteries  becomes  obstructed  by  an  embolus 
there  is  a  complete  loss  of  function  of  the  part  and  softening  of 
a  limited  area  of  the  cortical  area  involved. 


Fio.  20. — Diagram  of  thk  Circle  of  Willis. 

A,  Basilar  artery;  B,  nohtprior  cerebral;  C,  posterior  communicatinK;  D,  intenuU  caro- 
tid; r\  anterior  cerebral;  (J,  anterior  communicating. 

Charcot's  "Artery  of  Cerebral  Hemorrhage." — The  len- 

ticulostriate  branch  of  the  middle  cerebral  supplies  the  lenticu- 
lar and  caudate  nuclei  and  is  the  most  common  seat  of  cerebral 
hemorrhage.  Charcot  found  this  artery  so  fi*equently  ruptured 
in  apoplexy  that  he  termed  it  the  "arter}'  of  cerebral  hem- 
orrhage." 

Craniocerebral  Topography. — In  certain  areas  of  the 
brain  are  located  centers  which  preside  over  movements  of  the 
opposite  side  of  the  body.  They  are  called  motor  areas  or 
motor  centers.  These  motor  centers  liave  a  definite  relation 
to  the  skull  and  when  they  are  affected  by  compression  from 
hemorrhage,  fracture,  or  f()reip:n  body  we  can  locate  the  point 
on  the  skull  which  corresponds  to  the  afTected  center  in  the 
brain  and  by  trephining;  relieve  the  symptoms. 
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Certain  points,  lines,  and  measurements  have  been  definitely 

established  to  guide  the  surgeon  in  opening  the  brain  cavity. 
The  projection  on  the  skull  of  the  areas  of  the  brain  which  are 
of  practical  surgical  import  is  termed  craniocerebral  to-pografhy. 

The  centers  in  the  brain  whose  functions  are  accurately  linown 
are  (a)  the  motor  area,  (6)  speech  area,  (c)  visual  area,  (d)  audi- 
torj-  area,  (e)  smell  and  taste  area,  and  (/)  general  sensory  area. 

The  motor  area  comprises  the  region  immedialely  anterior  to 
the  fissure  of  Rotando,  viz, :  half  of  the  ascending  frontal  convo- 
lution and  the  portion  of  the  paracentral  lobule  lying  anterior 
to  the  fissure  of  Rolando.  If  we  divide  this  area  into  three 
parts  we  have  three  distinct  motor  centers  corresponding  to 
three  distinct  regions  of  the  lx)dy.  The  upper  third  corresponds 
to  the  lower  extremity,  the  middle  third  to  the  upper  extremity, 
and  the  lower  third  to  the  face  and  tongue. 


Remember  that  the  motor  areas  are  im-erted  tin  the  surface  of 
the  brain.  The  lower  extremiti/  is  at  the  lop  of  the  fissure,  the 
arm  at  the  middle,  and  the  face  at  the  bottom  (Fig.  21). 

If  these  areas  be  stimulated  there  will  be  definite  movements, 
on  the  opposite  side  of  the  body,  of  the  leg,  arm,  or  face.  If 
they  be  compressed  or  destroyed,  there  will  be  corresponding 
paralysis  of  the  parts.  This  area  is  supplied  by  the  middle 
cerebral  artery,  which  is  really  a  continuation  of  the  internal 
carotid,  so  that  emboli  from  the  heart  finding  their  way  into 
the  carotids  are  apt  to  find  lodgment  in  the  middle  cerebral 
and  cause  a  paralysis  of  the  opposite  side  of  the  body. 

The  speech  center  is  located  in  the  Sylvian  operculum  on 
the  left  side  in  right-handed  people  and  on  the  right  side  in 
left-handed  people  (Fig.  22) .  It  is  usually  on  the  left  side,  since 
"we  are  generally  left-brained,  just  as  we  are  right-handed." 
This  region  is  known  as  "Broca's  region,"  and  disease  thereof 
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will  cause  aphasia  or  lusa  of  power  of  speech.  Aphasia  may  be 
of  two  kinds — motor  and  sensory.  In  the  motor  variety  there 
is  loss  of  the  power  to  co-ordinate  the  muscles  of  articulation, 
in  the  sensory  variety  there  is  loss  of  memory  for  words,  ciilled 
amnesia.  In  the  former  the  patient  knows  the  words  perfectly 
and  can  write  them,  but  is  unable  to  pronounce  them.  This 
condition  may  be  produced  by  a  plugging  of  the  middle  cerebral 
artery,  by  cerebral  softening,  hemorrhage,  oi-  pressure  of  tumor. 
The  vtstial  area  is  located  in  the  superior  and  inferior  lip 
of  the  cune^ite  h)bB  situated  respectively  a!x)ve  and  below  the 
calcarine  fissui-e. 


Note  (lip  inulur  cenlsra  in  /rant  at  lh»  Bhu™  of  Ruludo. 

The  auditory  area  is  located  in  the  transverse  gyvi  of 
Hesi-hl^two  or  three  convolutions  which  course  inward  and 
somewhat  ff>rward  on  the  superior  surface  of  the  temporal 
lolie. 

The  smell  and  taste  area  i;^  located  in  the  anterior  extremity 
of  the  hippncampid  convolution. 

The  general  sensory  area  Is  located  in  an  area  immediately 
posterior  to  the  li.ssuro  of  Rolando  (see  Fig.  22). 

It  will  thus  be  seen  that  there  is  a  large  portion  of  the  brain 
whose  function  is  not  definitely  known.  This  is  especially 
Been  in  that  part  of  the  frontal  lobe  which  lies  in  front  of  the 
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coroDal  suture.  It  has  been  called  the  "silent  region."  If  a 
lesion  be  present  here  it  does  not  give  rise  to  any  localizing 
symptoms.  Depressed  bone,  hemorrhage,  abscess,  tumor,  or 
foreign  body  give  rise  to  no  paralyses.  This  region  probably 
presides  over  the  higher  mental  faculties,  and  injury  to  the 
part  results  in  mental  irritability  and  dulness  of  intellect. 

Relations  of  the  Brain  to  the  Skull. — The  lower  level  of 
the  cerebrum  (Fig.  23)  is  represented  in  fiont  by  u  line  drawn 
horizontally  across  the  forehead,  through  the  glabella;  on 
the  side  by  a  line  drawn  from  the  external  angular  process  of 
the  front^  bone  to  the  external  auditory  meatus;   posteriorly 


by  a  line  from  the  external  aiiditon.'  meatus  to  the  inion. 
The  cerebellum  is  situated  l«low  the  posterior  part  of  the  line. 

The  longitudinal  fissure  corresponds  to  a  line  drawn  from 
the  glabella  directly  over  the  vertex  of  the  skull  to  the  inion. 

The  fissure  of  Sylvius,  situated  at  the  front  and  side  of  the 
base  of  the  brain,  consists  of  a  vertical  and  horizontal  limb. 
The  vertical  limb  nms  up  1  inch  into  the  frontal  lobe. 
The  horizontal  limb  passes  backward  and  upward  for  about 
2i  inches,  separating  the  temporal  Iol>e  below  from  the  frontal 
and  parietal,  above.  Within  the  l^eginning  of  the  horizontal 
limb  is  the  island  of  Reil,  in  which  region,  on  the  left,  the  motor 
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centers  for  speech  were  formerly  thought  to  reside.  It  has 
been  demonstrated,  however,  that  this  region  has  nothing  in 
common  with  the  cortical  areas  presiding  over  speech  produc- 
tion. At  most  it  is  but  a  link  between  the  hearing  and  speech 
centers  (A.  W.  Campbell).  This  fissure  lodges  the  lesser 
wing  of  the  sphenoid  and  the  middle  cerebral  arterj'.  To 
indicate  the  position  of  the  fissure  of  Sylvius  on  the  skull  draw 
a  line  from  a  point  1\  inches  behind  the  external  angular 
process  of  the  frontal  bone  to  a  point  i  inch  below  the  most 
promment  part  of  the  parietal  eminence.  The  first  j  inch 
represents  the  main  fissure,  the  remainder  of  the  line  the  hori- 
zontal limb  (Deaver). 

The  fissure  of  Rolando  begins  above,  near  the  middle  of 
the  longitudinal  fissure,  runs  obliquely  downward  and  forward, 
nearly  to  the  anterior  extremity  of  the  fissure  of  Sylvius.  It 
separates  the  frontal  from  the  parietal  lobe.  The  cortical 
areas  bounding  this  fissure  anteriorly  contain  the  motor  centers, 
which  preside  over  movements  on  the  opposite  side  of  the 
body  of  the  upper  and  lower  extremity  and  face.  To  represent 
the  fissure  of  Rolando  on  the  skull  draw  two  lines  perpendicular 
to  Reid's  base-line  (see  Fig.  23)  (a  line  drawn  through  the 
lowest  part  of  the  infra-orbital  margin  and  the  middle  of  the 
external  auditory  meatus). 

The  two  perpendicular  lines  terminate  at  the  line  representing 
the  great  longitudinal  fissure.  The  anterior  line  passes  through 
the  pre-auricular  fossa;  the  posterior  passes  along  the  pos- 
terior border  of  the  mastoid  process.  From  the  point  of 
intersection  of  the  posterior  perpendicular  line  with  the  great 
longitudinal  fissure  to  the  point  of  intersection  of  the  anterior 
perpendicular  line  with  that  of  the  horizontal  limb  of  the 
fissure  of  Sylvius,  draw  a  third  line,  which  represents  the  fissure 
of  Rolando  (Deaver).  The  above  method  is  somewhat  com- 
plicated for  practical  purposes,  and,  bearing  in  mind  that  any 
guide  given  for  the  location  of  this  fissure  is  only  approximately 
correct,  the  simplest  and  most  practical  method  is  the  fol- 
lowing: With  the  scalp  completely  shaved  draw  the  following 
points  with  an  analine  pencil. 

Upper  limit  of  Rolandic  fissure — a  point  ^  inch  behind  the 
center  of  a  line  drawn  from  the  glabella  to  the  inion. 

Lower  lirnit  of  Rolandic  fissure — ^a  point  3  J  inches  below  the 
beginning  of  a  line  drawn  from  the  upper  limit  of  the  fissure 
to  the  center  of  the  zygomatic  arch. 

Rule. — The  fissure  of  Rolando  is  represented  by  the  first  3f 
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inches  of  a  line  drawn  from  a  point  \  inch  behind  the  center  of  a 
line  from  the  glabella  to  inion  to  center  of  the  zygomatic  arch. 

Three-quarters  inch  anteriorly  and  running  parallel  with  the 
fissure,  is  the  ascending  frontal  convolution  which  forms  the 
motor  area. 

Parieto-occipital  Fissure. — If  the  line  representing  the 
fissure  of  Sylvius  be  extended  back  to  the  longitudinal  fissure 
the  parieto-occipital  fissure  will  be  represented  by  the  last 
inch  of  this  line,  or  it  is  3|  inches  above  the  external  occipital 
protuberance. 

Clinical  Considerations. — In  dealing  with  injuries  of  the 
brain  it  is  well  to  recall  the  apt  simile  of  Treves,  viz.:  that 
it  is  a  mass  of  soft  tissue  that  may  be  damaged  by  shaking 
as  gelatin  may  l)e  shaken  in  a  case. 

Concussion  of  the  brain  cannot  be  anatomically  defined. 
It  is  a  condition  which  follows  violent  blows  on  the  head,  pre- 
senting well-defined  symptoms  without  a  recognized  anatomic 
lesion.  The  jarring  or  shaking  of  the  ])rain  causes  the  cells 
to  undergo  some  modification  which  we  do  not  know.  It  is 
the  first  step  in  a  process  which,  intensified,  would  lead  to 
contusion  or  laceration  of  the  brain. 

Contusion  of  the  brain  is  like  contusion  in  other  tissues. 
It  may  occur  with  or  without  fracture.  It  is  important  to 
remember  that  frequently  there  is  contusion  of  the  brain  by 
conirecoup.  In  a  case  reported  by  Tillaux  an  area  of  con- 
tusion was  found  directly  opposite  the  point  where  the  blow 
was  struck. 

Compression  of  the  brain  is  manifested  by  well-marked 
symptoms  and  may  be  due  to  pressure  from  depressed  bone, 
blood-clot,  abscess,  tumor,  or  foreign  body. 

Wounds  of  the  Brain. — The  brain  is  very  tolerant  of  wounds 
and  foreign  bodies,  so  long  as  there  is  no  inflammatorj'  process 
set  up. 

The  two  signs  of  penetration  of  the  brain  cavity  are: 

(1)  Escape  of  cerebrospinal  fluid. 

(2)  Escape  of  brain  substance. 

Wounds  of  the  brain  may  give  no  special  symptoms,  and 
frequently  the  autopsy  reveals  what  was  not  suspected  during 
life. 

Trephining. — In  applying  the  trephine  to  the  skull  three 
important  points  should  be  kept  in  mind: 

1.  The  varying  thickness  of  the  bone  in  the  same  skull  and 
in  different  individuals. 
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2.  The  skull  is  thickest  at  the  occipital  protuberance,  the 
mustoid  process,  and  the  lower  part  of  the  frontal  bone.  It  is 
thinnest  in  the  temporal  fossge  and  the  occipital  fossa:. 

3.  Wherever  the  sinuses  and  meningeal  vessels  groove  the 
bone,  it  is  thinned  out.  The  lines  of  the  superior  longitudinal 
and  lateral  sinus  should  be  avoided  in  placing  the  trephine, 
unless  they  are  intended  to  be  opened. 

Where  to  Place  the  Trephine. — For  brain  tumors,  abscess, 
blood-clot,  and  focal  fpUepsij  the  point  is  determined  by  the 
localizing  symptoms. 

For  foreign  bodies — at  the  wound  of  entrance.  If  the  bullet 
nr  foreign  substance  is  not  recoveretl,  we  at  least  establish 
drainage. 

For  middle  mrningeni  hrmorrhage—at  a  point  two  fingers'- 
breadths  abo^'e  the  mitlpoint  of  the  zygoma. 


The  lateral  ventricle  (Fi<:.  241  may  be  tapped  by  various 

routes,  aw  suggested  by  different  operators.  The  teehnic 
re<'ommended  by  Keen  is  as  follows:  The  skull  is  opened  by 
the  trephine  at  a  point  1}  inches  behind  the  center  of  the 
external  auditon'  meatus  and  the  same  distance  above  Reid's 
b:ise-line.  The  ventricle  is  oixtned  by  carrj'ing  a  grooved 
director  obliquely  forward  and  upward  toward  a  point  21  inches 
above  the  oppasite  external  auditory  meatus.  The  grooved 
director  reaches  the  ventricic  at  a  depth  of  about  2i  inches. 


CHAPTER  V 
THE  EAR 

The  external  ear  (Fig.  25)  consists  of  the  auricle,  or  pinna, 
and  the  auditory  meatus. 

The  auricle  is  a  fibrocartilaginous  appendage,  irregular  in 
form,  composed  of  many  folds  and  fossip  and  solidly  attached 
to  the  sides  of  the  cranium  at  the  entrance  of  the  auditory 
canal.     It  presents  a  variety  of  forms,  may  be  congenitally 


absent,  or  supernumerary  auricles  may  Ije  situated  on  the 
cheek  or  side  of  the  neck.  The  prominent  rim  of  the  auricle  is 
the  hdix.  The  groove  at  its  inner  lK»rder  is  the  fossa  of  the 
helix.  The  curved  prominence  in  front  of  the  helix  is  the 
anthdix,  which,  as  it  ascends,  bifurcates  and  forms  the  crura, 
which  encloses  a  depression — the  fossa  of  the  anlkelix.  In 
front  of  the  anthelix  is  the  deepest  part  of  the  auricle,  the 
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concha,  anil  in  front  of  tlie  concha  and  exten<ling  backward 
over  the  meatus  is  tlie  tragus.  Behind  the  tragus  and  separated 
by  the  incisura  int«rtragica  is  the  antilragus,  below  which  is 
the  fibrous  lobule.  On  the  inner  naargin  of  the  helix,  at  the 
junction  of  its  upper  and  nuddle  third,  is  a  small  tul>ercle— 
the  tubercle  oj  Darwin. 

The  akin  of  the  auricle  is  thin  and  very  adherent  to  the 
cartilage;  it  passes  into  the  meatus,  where  it  becomes  thinner 
and  finally  blends  with  the  periosteum. 

In  aljscess  an<l  hematoma  tlie  auricle  may  be  the  seat  of 
great  swelling  ami  pain.     In  chronic  gout  small  hard  nodules 


(tophi)  are  found  in  the  subcutaneous  tissue  at  the  border  of 
the  helix.  They  are  deposits  of  urate  of  soda,  and  are  some- 
times so  numerous  as  to  cause  deformity. 

The  external  auditory  meatus  extends  from  the  concha  to 
the  membrana  tympani.  It  is  an  osseocartilaginous,  slightly  S- 
shaped  canal  IJ  inches  long,  measured  from  the  bottom  of  the 
concha.  Its  direction  is  obliquely  inward  and  forward  (Fig.  26). 
Its  greatest  vertical  diameter  is  at  its  external  opening,  its  great- 
est transverse  diameter  is  at  the  tympanic  end.  Its  narrowest 
part  is  at  the  junction  of  the  osseous  and  cartilaginous  portions, 
about  i  inch  from  the  external  opening. 

The  meatus  is  lined  with  Sue  skin,  firmly  attached  to  the 
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cartilaginous  and  osseous  portions  of  the  canal  and  forming  the 
outer  layer  of  the  membrana  tympani.  The  subcutaneous 
tissue  of  the  cartilaginous  portion  contains  sebaceous  glands 
and  ceruminous  glands,  which  secrete  the  ear  wax,  the  ducts 
opening  on  the  surface  of  the  skin. 

The  Relation  of  the  Meatus. — The  upper  wall  is  in  relation 
with  the  middle  cerebral  fossa,  from  which  it  is  separated  by 
a  layer  of  bone,  frequently  very  thin;  hence,  abscess  of  the 
external  ear  occupying  this  position  may  be  followed  by 
meningitis.  The  anterior  wall  is  directly  behind  the  temporo- 
maxillary  articulation.  A  blow  on  the  chin  may  be  trans- 
mitted to  the  condyle  of  the  jaw  and  a  fracture  of  the  anterior 
wall  of  the  meatus  result.  Inflammatory  processes  are  asso- 
ciated with  pain  during  mastication. 

The  lower  wall  is  in  relation  with  the  parotid  region  and 
abscesses  of  the  wall  or  of  the  gland  may  reciprocally  travel 
from  one  structure  to  the  other. 

The  posterior  wall  is  in  immediate  relation  with  the  mastoid 
cells  and,  since  the  cartilage  is  deficient  at  this  point,  there 
is  little  to  prevent  inflammatory  processes  extending  from 
one  part  to  the  other. 

Blood  Supply. — The  auricle  and  meatus  are  richly  supplied 
with  blood,  principally  from  the  temporal  and  posterior  auricular 
arteries  and  veins;  hence,  wounds  of  these  parts  heal  rapidly. 
The  exposed  position  of  the  auricle,  however,  renders  it  liable 
to  gangrene  from  frost-bite. 

Nerve  Supply. — The  upper  and  anterior  part  of  the  auricle 
and  the  external  meatus  derive  their  nerve  supply  from  the 
auriculotemporal  branch  of  the  inferior  maxillary  division 
of  the  fifth  nerve.  The  posterior  and  anterior  parts  of  the 
pendulous  portion  of  the  ear  are  supplied  by  the  great  auricular 
branch  of  the  pneumogastric  (Arnold's  nerve),  which  sends 
a  branch  to  the  back  of  the  concha  and  to  the  lower  and  back 
part  of  the  meatus. 

Pain  in  the  ear  is  of  great  diagnostic  significance,  and  its 
exact  localization  will  often  suggest  the  nerve  paths  along 
which  will  be  found  its  cause. 

Take  such  well-known  examples  as  the  association  of  tooth- 
ache and  earache — the  same  nerve  which  supplies  the  auditory 
canal  and  the  anterior  portion  of  the  ear  supplies  the  teeth. 
The  same  may  be  said  of  earache  and  stiffness  of  the  jaw;  lesions 
of  the  anterior  third  of  the  tongue  and  pain  in  the  auditory 
canal  (cancer  of  the  tongue). 
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The  refiex  phenomena  associated  with  Arnold's  nerve  are  of 
great  anatomic  interest.  Any  irritation  of  this  nerve,  such 
as  the  introduction  of  an  ear  speculum  or  a  plug  of  wax,  may 
cause  the  patient  to  cough.  Treves  cites  a  case  of  Arnold's 
where  severe  chronic  vomiting  was  cured  by  extracting  frora 
each  ear  of  a  child  a  bean  which  had  been  introduced  in  play. 
Sneezing  and  yawning  have  likewise  been  traced  to  irritation 
within  the  meatus. 

Clinical  Considerations.— (a)  In  using  the  ear  speculum 
to  inspect  the  meatus  and  the  membranii  tympani  it  should 
be  borne  in  mind  that  the  curve  of  the  canal  can  Ije  straightened 
out  by  drawing  the  auricle  upward,  backward,  and  outward. 


(fc)  The  canal  in  children  is  short,  due  to  the  deficiency 
of  the  osseous  portion;  the  speculum  should,  thei'efore,  be 
introduced  with  care  and  not  pushed  too  far  in. 

(c)  The  naiTowe.st  portion  of  the  canal  is  at  the  junction  of 
the  cartilaginous  and  osseous  portion;  hence,  foreign  bodies 
are  apt  to  be  wedged  in  at  this  point. 

(rf)  In  the  floor  of  the  meatus  are  the  fissures  of  Santorlni, 
filled  with  fibrous  tissue,  and  through  these  a  parotid  abscess 
may  break  through  into  the  meatus  (Treves!, 

The  membrana  tympani  (the  drumhead)  is  a  thin  membran- 
ous partition  which  separates  the  external  audilorj'  meatus  from 
the  tympanic  cavity  (Fig.  271.  It  is  firmly  attached  to  a  ring 
of  bone  except  at  the  upper  portion,  where  the  ring  is  incom- 
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plete  and  forms  the  notch  of  Rivini,  The  portion  of  the  mem- 
brane covering  this  deficiency  is  lax  and  thin,  and  is  known 
as  ShrapneWs  membrane.  The  membrana  tympani  is  very 
obliquely  placed,  forming  an  angle  of  forty-five  degrees  with 
the  floor  of  the  meatus.  Its  outer  surface  is  concave.  Its 
depressed  center  is  known  as  the  umbo  and  represents  the  point 
where  the  handle  of  the  malleus  is  attached.  Its  outer  surface 
is  covered  with  modified  skin,  its  middle  layer  is  fibrous,  and 
its  inner  surface  is  covered  vnth  mucous  membrane. 

When  seen  through  an  ear  speculum  the  membrana  tympani 
presents  the  following  characteristics: 

(a)  The  umbo,  at  the  center  of  the  concavity  of  the  membrane 
where  the  handle  of  the  malleus  is  attached. 

(6)  The  rest  of  the  handle,  seen  through  the  membrane, 
running  upward  and  forward  to  the  peripliery. 

(c)  The  cone  of  reflected  light,  with  its  apex  at  the  umbo 
extending  downward  and  forward  to  the  periphery.  This 
luminous  triangle  undergoes  certain  modifications  in  diseases 
of  the  ear. 

The  chorda  tympani  nerve  passes  across  the  upper  portion 
of  the  membrane. 

The  blood  supply  of  the  meml)rane  is  from  the  tympanic 
branches  of  the  internal  maxillary  and  the  internal  carotid 
arteries.  The  nerve  supply  is  the  auriculotemporal  to  the 
external  surface  and  branches  from  the  tympanic  plexus  to 
the  inner  surface. 

Perforation  of  the  membrana  tympani  may  occur  as  the 
result  of  traumatism,  from  sneezing,  coughing,  a  box  on  the 
ear,  or  it  may  result  from  the  escape  of  pus  in  otitis  media. 
Traumatic  'perforations  heal  rapidli/,  those  associated  with  otitis 
media  seldom  close  (Deaver). 

Paracentesis  of  the  membrane  is  performed  for  the  evacua- 
tion of  pus  in  otitis  media  or  to  allow  the  sound  waves  direct 
access  through  a  membrane  which  has  become  thickened  and 
incapable  of  transmitting  vibrations  to  the  labyrinth.  Since 
the  important  parts  of  the  meml>rane  occupy  the  supra- 
umbilical  portion,  paracentesis  of  the  membrane  should  always 
be  performed  in  the  subuml^ilical  segment. 

The  tympanum  or  middle-ear  (see  Fig.  26)  is  a  small  cavity 
situated  between  the  external  and  tlie  internal  ear.  It  contains 
the  ossicles  (the  malleus,  incus,  and  stapes),  a  chain  of  movable 
bones  which  transmits  sound  vibrations  from  the  membrana 
tympani  to  the  fenestra  ovalis  of  the  internal  ear.     It  is  bounded 
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externally  by  the  tympanic  membrane,  internally  by  the  bony 
labyrinth  of  the  internal  ear.  The  roof  b  formed  by  a  thin 
plate  of  bone  which  separates  it  from  the  middle  cranial  fossa; 
the  floor  is  formed  by  a  similar  plate  of  bone  separating  it  from 
the  jugular  fossa.  The  anterior  wall  is  narrow  and  receives 
two  tubes:  the  upper  is  the  canal  which  lodges  the  tensor 
tympani  muscle,  the  lower  is  the  Eustachian  tube  (see  Fig.  26). 

The  aqueductus  Fallopii,  which  lodges  the  facial  nerve,  is 
marked  by  a  rounded  ridge  of  bone  passing  anteroposteriorly 
and  situated  at  the  jimction  of  the  inner  wall  and  the  roof  of 
the  tympanum.  A  very  thin  plate  of  bone  separates  the 
nerve  from  the  cavity  of  the  middle  ear.  Suppurative  proc- 
esses may  destroy  this  bony  lamina  and  produce  facial  paralysis. 
The  tympanum  is  lined  with  mucous  membrane  which  is 
directly  continuous  with  the  mucous  membrane  of  the  Eustach- 
ian tube  and  the  mastoid  antrum. 

The  Eustachian  tube  Is  an  osseocartilaginous  canal  which 
connects  the  tympanic  cavity  with  the  nasopharynx.  It  is 
about  IJ  inches  long;  its  direction  is  inward,  downward,  and 
forward.  Like  the  external  auditor>'  meatus,  it  consists  of  an 
osseous  and  cartilaginous  portion,  which  are  respectively  ^ 
anil  1  inch  long.  The  narrowest  part  of  the  tul)e  is  at  the  junc- 
tion of  the  bony  and  cartilaginous  portions.  The  cartilaginous 
part  ends  in  a  trumpet-shaped  expansion  at  the  pharyngeal 
orifice,  from  the  lower  aspect  of  which  the  tensor  and  levator 
palati  muscles  arise. 

During  deglutition  these  muscles  contract,  open  the  tube, 
and  allow  air  to  enter  the  tympanic  cavity. 

Inflation  of  the  middle  ear  may  be  accomplished  by  (a) 
Valsalva  s  method.  The  patient  closes  the  mouth  and  nose 
and  forciblv  blows  out  the  cheeks  and  thus  drives  the  air 
through  the  P'.ustachian  tul)e.  A  sense  of  pressure  is  felt  in 
the  ears  and  the  hearing  is  dulled  because  of  the  distention  of 
the  membrana  tympani. 

(h)  Polltzers  Method. — The  nozzle  of  a  Politzcr  air-bag  is 
inserted  into  the  nostril  and  the  nose  closed.  While  the 
patient  swallows  a  mouthful  of  water  the  rul)l.)er  bag  is  forcibly 
compressed  and  the  air  forced  into  the  tympanum. 

The  Eustachian  tube  is  lined  with  mucous  membrane  con- 
tinuous with  that  of  the  middle  ear:  hence,  inflammatory 
processes  of  the  nasopharynx  may  secondarily  involve  the 
middle  ear.  Enlarged  tonsils  or  hypertrophied  adenoid 
tissue  mav  obstruct  the  tube  and  cause  deafness. 
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The  mastoid  process,  as  a  distinct  process,  does  not  exist 
at  birth;  it  is  rudimentary.  The  mastoid  antrum,  however,  is 
almost  as  large  at  birth  as  in  the  adult,  and  is  covered  by  a 
thin  layer  of  bone  through  which  pus  often  makes  its  way  to 
the  surface. 

The  mastoid  cells  develop  with  the  mastoid  process,  and  at 
puberty  nearly  the  entire  process  is  occupied  by  the  mastoid 
cells  which  communicate  directly  or  indirectly  with  the  antrum. 
They  contain  air  and  are  lined  with  mucous  membrane  which 
is  continuous  with  that  of  the  antrum. 

The  cells  at  the  apex  are  small  and  contain  marrow.  The 
pneumatic  cells  are  not  confined  to  the  mastoid  process,  they 
occasionally  extend  into  the  posterior  root  of  the  zygoma, 
the  parietal  bone  above,  the  occipital  lx>ne  behind,  and  the 
region  of  the  jugular  process  below  (Ta\'lor). 

The  mastoid  antrum  is  the  largest  anci  most  important 
cavity  in  the  mjistoicL  process.     It  is  situated  in  the  upper 


and  anterior  portion  of  the  process,  just  behind  the  tympanum, 
at  a  point  corresponding  to  the  posterior  and  superior  wall  of 
the  external  meatus  (Fig.  28).  It  is  about  the  size  of  a  pea,  and 
is  lined  with  mucous  membrane  which  is  continuous  with  that 
of  the  tympanum  anfl  mastoid  cells.  It  opens  in  front  into  the 
tympanum,  the  opening  being  on  a  higher  level  than  the  floor 
of  the  antrum;  hence,  the  difficulty  of  draining  this  cavity 
through  the  external  ear. 

Relations  of  the  Antrum. — The  roof  (tegmen  antri)  is 
formed  of  a  thin  plate  of  bone  (1  mm.)  which  separates  the 
antrum  from  the  cranial  cavity.  It  is  on  a  level  with  the 
lower  border  of  the  posterior  root  of  the  zygoma  and  is  per- 
forated by  small  veins  which  empty  into  the  superior  petrosal 
sinus.  The  floor  of  the  antrum  is  in  relation  with  the  mastoid 
cells  and  on  a  lower  level  than  the  orifice  of  communication 
with  the  tympanum. 
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The  outer  wall  of  the  antrum  is  separated  from  the  skin  by  a 
compact  layer  of  bone  which  varies  in  thickness  according  to 
af;e.  In  infancy  it  iw  very  thin,  so  that  suppurative  processes 
may  spontaneously  find  their  way  to  the  surface.  As  the 
mastoid  process  develops,  the  depth  of  the  antrum  from  the 
surface  increases,  the  average  depth,  according  to  Deaver, 
being  i  to  j  inch. 

The  inner  wall  of  the  antrum  lies  at  an  average  depth  of 
\  inch  from  the  base-line  of  Macewen'a  suprameatal  triangle. 
The  facial  canal  lies  on  the  inner  side  of  the  passageway 
I)etween  the  tympanum  and  antrum.  In  children  the  wall 
of  the.  canal  is  tliin;  hence,  in  children  facial  paralysis  is  much 
more  likely  to  follow  otitis  media  than  in  adults. 

The  anterior  wall  of  the  antrum  separates  it  from  the  bony 
portion  of  the  extemiil  auditory  meatus. 

The  posterior  wall  of  the  antnini  separates  it  from  the 
sigmoid  sinus.  It  is  perforated  !>>■  inmierous  foramina,  through 
which  small  veins  pa.ss  into  the  sigmoid  sinus. 

Macewen's  suprameatal  triangle  is  formed  by  the  pos- 
terior root  of  the  zy;;orii;i  iiljove.  the  posterior  margin  of  the 


asseous  part  of  the  external  auditoiy  meatus  in  front,  and  a 
l)!iso-Iine  from  the  root  of  the  zvfionia  to  the  posterior  margin 
of  the  bony  meatus  liehind  {Fig.  "iO).  If  the  orifice  of  the 
external  asscous  meatus  lie  bisected  horizontallj-,  the  upper 
half  would  be  on  a  level  witli  the  mastoid  antrum.  If  this 
segment  l>e  again  bisected  vertically  its  posterior  half  would 
correspond  to  the  junction  of  the  antrum  and  middle  ear 
(Macewenl . 

The  suprameaUd  trianglr  in  oj  prime  imjiortance  in  the  sur- 
tjerij  of  the  nuvtlold  antrum.  It  is  through  this  area  only  that  the 
antrum  can  he  opened  witJi  mjctij. 
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Clinical  Considerations. — ^The  tympanum  or  middle  ear 
is  a  region  of  great  clinical  importance.  Its  relation  to  impor- 
tant structures  and  the  various  paths  through  which  infection 
may  travel  renders  a  knowledge  of  its  surgical  anatomy 
indispensable  in  the  application  of  proper  surgical  relief.  The 
tympanum  is  in  direct  communication  with  the  nasopharynx 
through  the  Eustachian  tube;  hence,  in  inflammator}^  conditions 
of  the  throat  or  nose — diphtheria,  scarlet  fever,  tonsillitis, 
postnasal  adenoids,  etc. — the  infection  may  extend  into  the 
middle  ear  and  produce  changes  in  the  structures  which 
seriously  impair  the  hearing,  or  a  suppurative  condition  may  be 
inaugurated  (suppurative  otitis  media)  which  will  lead  to  grave 
consequences. 

In  abscess  of  the  tympanum,  if  not  evacuated  by  surgical 
intervention,  the  membrane  may  rupture  spontaneously  and 
the  pus  be  discharged  through  the  external  meatus.  There 
is,  however,  a  tendencv  to  chronicitv  in  these  abscesses  because 
of  defective  drainage,  due  to  the  fact  that — 

(a)  The  Eustachian  tube  may  l)e  closed  by  its  swollen 
mucous  membrane. 

(6)  The  floor  of  the  tympanum  is  below  the  level  of  the 
external  auditors  meatus. 

(c)  The  opening  into  the  antnim  leads  into  a  closed  cavity 
which  drains  off  the  overflow  and  itself  l^ecomes  infected. 

The  jpaths  of  injection  and  its  results  are — 

(o)  Through  the  roof  of  the  tympanum,  causing  meningitis 
and  intracranial  abscess. 

(6)  Through  the  tympanic  floor,  involving  the  internal  jugular 
vein  and  causing  fatal  hemorrhage  or  septic  thrombophlebitis 
of  the  vein. 

(c)  Caries  of  the  anterior  wall,  followed  by  ulceration  into 
the  carotid  artery  and  fatal  hemorrhage. 

(d)  Caries  of  the  Fallopian  canal  and  permanent  facial 
paralysis. 

(e)  Disorganization  of  the  internal  ear  and  permanent 
deafness. 

(/)    Infection  of  the  mastoid  antrum  and  cells  (mastoiditis). 

Mastoid  Disease. — The  mastoid  antrum  and  its  surrounding 
cells  are  lined  with  mucous  membrane  and  communicate  with 
the  middle  ear.  It  is  frequently  the  site  of  inflammatory 
processes  which  constitute  one  of  the  most  important  sequelse 
of  middle-ear  disease.  When  the  mastoid  antrum  becomes 
infected   drainage   should   be   provided   by   prompt   surgical 


68  THE  HEAD  AND  NECK 

intervention,  otherwise  the  inflammation  may  spread  into 
the  surrounding  structures  and  fatal  results  ensue. 

It  may  extend  upward  by  carious  absorption  of  the  bony 
roof  and  produce  meningitis  and  temporosphenoidal  abscess, 
or  the  minute  veins  which  pass  through  the  bone  may  carry 
the  infection  to  the  superior  petrosal  sinus  and  septic  throm- 
bosis of  the  sinus  result. 

It  may  extend  dowTiward  into  the  adjacent  mastoid  cells, 
necrosing  the  mastoid  process,  burrowing  beneath  the  stemo- 
mastoid  muscle,  and  result  in  a  deep  abscess  of  the  neck. 

It  may  extend  outward,  burrowing  its  way  to  the  surface. 
This  is  ver}^  apt  to  occur  in  children  through  the  mastosqua- 
mosal  suture,  which  is  not  usually  closed  by  ossification  till 
the  age  of  puberty  (AUport). 

It  may  extend  backward,  infecting  the  sigmoid  sinus,  or  the 
hifection,  being  disseminated  by  the  minute  veins  which  trav- 
erse the  bony  partition,  thrombophlebitis  of  the  sinus  results. 
l^]xtension  of  the  infection  through  the  internal  jugular  may 
lead  to  general  pyemia,  or  it  may  travel  along  the  cerebellar 
veins  and  give  rise  to  cerebellar  abscess. 

It  may  extend  inward  and  involve  the  labyrinth,  giving  rise 
to  permanent  deafness,  cr  involve  the  Fallopian  canal  and 
paralysis  of  the  facial  nerve  I'esult. 

Mastoiditis  of  Bezoldt  is  an  infection  of  the  cell  in  the  tip 
of  the  mastoid.  It  may  remain  for  a  long  time  unrecognized; 
it  niav  erode  the  thin  cortical  bone  and  become  extra-mastoid 
by  following  the  course  of  the  occipital  artery  to  the  base  of 
the  neck,  or  escape  beneath  the  digastric  fascia  to  the  subhyoid 
region. 

Rules  for  Opening  the  Mastoid  Antrum. — 1.  Remember 
that  it  lies  within  the  boundaries  of  the  suprameatal  tri- 
angle. 

2.  In  approaching  the  antrum  hug  the  posterior  wall  of  the 
external  meatus  and  follow  its  general  direction. 

3.  Do  not  extend  the  opening  too  far  upward  or  the  middle 
cranial  fossa  may  l)e  opened. 

4.  Do  not  direct  the  opening  backward;  the  sigmoid  sinus 
may  be  wounded.  The  knee  of  the  sigmoid  sinus  is  generally 
on  a  level  with  the  upper  part  of  the  external  osseous  meatus 
and,  according  to  Macewen.  the  distance  from  the  external 
osseous  meatus  varies  from  2  to  3  mm.  The  right  sigmoid 
groove  is  generally  wider  antl  is  situated  further  forward  than 
the  left. 
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5.  Do  not  penetrate  deeper  than  j  inch,  or  the  Fallopian 
canal  containing  the  facial  nerve  mjjy  be  injured. 

6.  If,  with  the  above  precautions,  the  antrum  cannot  be 
found,  adopt  the  suggestion  of  Whiting  and  pass  a  probe  with 
its  point  bent  sharply  into  a  hook  between  the  fibrocartilaginous 
canal  and  the  posterior  wall  of  the  bony  meatus,  into  the 
tympanum,  and  hook  the  tip  beneath  the  tympanic  ring  in  the 
superior  posterior  quadrant.  The  probe  will  traverse  the 
opening  between  the  tympanum  and  antrum  and  may  be  held 
in  position  as  a  guide. 


CHAPTER  VI 
THE  FACE 

The  skin  of  the  face  is  thin,  mobile,  vascular,  and  abun- 
dantly supplied  with  sweat  and  sebaceous  glands.  These 
glands,  when  inflamed,  give  rise  to  acne,  especially  about  the 
ala?  of  the  nose  and  angle  of  the  mouth,  and  are  frequently 
the  site  of  sebaceous  cysts.  The  sul>cutaneous  cellular  tissue 
is  lax  and  contains  more  or  less  fat,  except  in  the  eyelids  and 
over  the  bridge  of  the  nose.  The  laxity  of  the  cellular  tissue 
favors  the  spread  of  inflammatory  processes,  which  are  usually 
accompanied  by  gi-eat  swelling  of  the  face.  In  general  dropsy 
the  face  l)ecomes  *' puffy.''  the  edema  first  appearing  in  the 
loose  tissue  of  the  lower  eyelid.  Because  of  its  mobility  and 
vascularity,  the  skin  of  the  face  is  specially  qualified  for  plastic 
operations. 

The  skin  of  the  face  is  frequently  the  site  of  epitheliomata 
whi(^h  have  a  special  predilection  for  the  eyelid,  angle  of  the 
eye,  cheek,  and  i\hv  of  the  nose.  They  possess  certain  charac- 
teristics which  are  worth  noting: 

(a)  They  progress  very  slowly. 

(h)  They  do  not  affect  the  general  health,  even  after  many 
years  and  numerous  operations. 

(c)  They  rarely  invade  the  lymphatics. 

The  subcutaneous  tissues  of  the  face  contain  a  quantity  of 
fat,  yet  the  face  is  rai-ely  the  site  of  lipomas. 

The  facial  muscles  are  situated  in  the  subcutaneous  tissue 
and  may  l)c  divided  into  three  groups:  those  of  the  eye- 
brows and  evelids,  those  of  the  nose,  and  those  of  the  mouth — 
palpebral,  na.*<al,  and  oral  (Deaver). 

The  functions  of  the  facial  muscles  are  twofold: 

1.  To  open  and  close  the  orifices. 

2.  To  give  expi'ossion  to  the  features. 

The  im])ortant  part  which  these  muscles  play  is  well  demon- 
strated in  facial  paralysis  (page  74). 

Blood  Supply. — The  ])rincipal  artery  of  the  face  is  the 
facial,  a  branch  of  the  external  carotid.     It  reaches  the  facial 
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re^on  by  crossing  the  lower  jaw  at  the  anterior  inferior  angle 
of  the  masseter  muscle,  where  its  pulsations  can  be  plainly 
felt.  From  thb  point  it  takes  a  tortuous  course  to  the  angle 
of  the  mouth,  thence  to  the  side  of  the  nose,  and  terminates 
in  the  angular  artery  at  the  inner  canthus  of  the  eye,  where  it 
anastomoses  with  the  nasal  branch  of  the  ophthalmic  artery 
(Fig.  30).  The  principal  branches  of  the  facial  are  the  inferior 
labial,  the  superior  and  inferior  coronarj-,  and  the  lateral  nasal 
branches. 

The  facial  vein  takes  an  almost  straight  course  from  the 
inner  canthus  of  the  eye  to  the  anterior  inferior  angle  of  the 


masseter  muscle  (Fig.  30).  At  its  beginning  it  communicates 
through  the  ophthalmic  vein  with  the  cavernous  sinus,  at  the 
middle  of  its  course  it  communicates  through  the  deep  facial 
vein  with  the  pterygoid  venous  plexus,  and  through  it  with  the 
cavernous  sinus.     It  terminates  in  the  internal  jugular  vein. 

Clinical  Considerations. — There  is  a  verj'  free  ana.stomosi3 
between  the  arteries  of  the  face:, (n)  The  two  facial  arteries  anas- 
tomose through  their  branches;  (fc)  the  branches  of  the  inter- 
nal maxillary  communicate  with  the  facial  branches;  (c)  the 
external  and  internal  carotid  communicate  through  the  anasto- 
mosis between  the  facial  and  ophthalmic  arteries.     Thus  it 
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will  be  observed  that  the  tissues  of  the  face  are  very  vascular; 
hence — 

(tt)  Wounds  of  the  face  bleed  freely  and  heal  rapidly;  the 
vital  resistance  of  the  tissues  is  high. 

(6)  Extensive  plastic  operations  on  the  face  are  possible  and 
are  utilized  in  correcting  deformities,  congenital  or  acquired. 

(c)  Nexn  and  blood  tumors  (birth-marks)  are  frequently  found 
on  the  face,  especially  the  lips.  They  appear  as  a  superficial 
discoloration  of  the  skin,  either  of  a  pink  or  bluish  hue,  and 
consist  of  an  abnormal  collection  of  arterioles  situated  in  the 
subcutaneous  tissue. 

{d)  The  pulsations  of  the  facial  artery,  so  easily  felt  as  it 
crosses  the  lower  jaw  in  front  of  the  masseter  muscle,  are  of 
importance  to  the  anesthetist  when  the  radial  pulse  cannot 
be  conveniently  felt. 

The  facial  vein,  possessing  no  valves,  communicating  with 
the  cavernous  sinus  and  the  internal  jugular  vein,  plays  an 
important  r61e  hi  septic  processes  of  the  face ;  hence,  infections 
of  the  face  are  dangerous  l)ecaiise  of  the  possibility  of  throm- 
bosis of  the  cavernous  sinus  and  septic  meningitis. 

The  treatment  of  facinl  ncvi  by  the  injection  method  has 
been  followed  by  sudden  death,  due  to  pulmonary  embolism 
through  the  great  vein  of  the  neck. 

Nerves. — The  facial  nerve  is  the  motor  nerve  of  the  face 
and  supplies  all  the  muscles  of  expression.  It  consists  of  an 
intracranial,  a  temporal,  and  a  facial  ])ortion.  It  begins  its 
facial  course  just  below  the  lobe  of  the  ear,  l)etween  the  mas- 
toid process  and  the  angle  of  the  jaw  (see  Parotid  Region). 
It  divides  within  the  parotid  gland  and  its  branches  spread 
over  the  face  in  the  shape  of  a  fan,  extending  from  the  tem- 
poral region  above  to  the  submaxillary  region  below  (Fig.  31). 
It  forms  communications  with  various  branches  of  the  fifth 
nerve.  The  general  horizontal  direction  of  the  branches  of  the 
facial  nerve  suggests  the  advantage  of  horizontal  incisions  in 
the  face. 

Facial  paralysis  (Bell's  palsy)  may  be  due  to  pressure 
within  the  cranium  from  hemorrhage,  abscess,  or  tumor;  to 
involvement  of  the  Fallopian  canal  from  fracture  or  middle-ear 
disease;  to  tumors  or  abscess  of  the  parotid  gland;  to  division 
of  the  nerve  during  operation,  or  to  exposure  of  the  face  to  cold. 

In  paralysis  of  the  facial  nerve  all  the  muscles  of  expression 
are  paralyzed  and  the  face  assumes  a  characteristic  appearance 
(Fig.  32).     The  wrinkles  and  furrows  of  the  skin  on  the  par- 
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alyzed  side  are  smoothed  out,  and  the  patient  cannot  close 
his  eye;  the  cornea  is  thus  exposed  and  corneal  ulcer  is  apt  to 
follow.  To  prevent  this  the  lids  should  be  approximated 
by  adhesive  strips.  The  mouth  is  pulled  over  to  the  sound 
side  by  the  unopposed  muscles,  saliva  dribbles  from  the  mouth, 
and  the  patient  cannot  pucker  the  mouth  for  whistling,  because 


of  paralysis  of  the  orbicularis  oris.  The  impaired  buccinator 
allows  the  cheek  to  puff  out  in  deep  expinition  and  food  lodfres 
between  the  teeth  ami  the  cheek.  Paralysis  of  the  muscles 
of  the  middle  ear  may  cause  loud  noises  to  di.'^tres.';  the  patient. 
If  the  chorda  tympani  nerve  i.''  involved  there  is  a  loss  of  the 
sense  of  taste  in  the  anterior  two-thirds  of  the  tongue  on  the 
affected  side.     If  the  parah'sis  of  the  facial  ne^^■e  is  of  central 
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origin  the  muscles  of  the  eyebrow  and  eyelids  are  not  ti 
probably  due  to  the  existenc'e  of  ceitain  commissural  fillers. 

When  facial  paralysis  is  due  to  division  of  the  nerve  during 
operation,  the  lesion  may  be  remedied  by  immediate  or  sub- 
sequent anastomosis  of  the  distal  end  of  the  divided  ner\'e 
with  the  spinal  accessory  or  hypoglossal  nerves.  The  many 
fiUfceasfuJ  cases  which  have  followed  this  operation  are  sufficient 
to  establish  its  value  aud  importance  in  rectifying  this  unfor- 
tunate accident. 


The  sensory  nerve  of  the  face  is  the  fifth  of  the  trifacial- 
As  its  name  indicates,  it  supplies  the  skin  of  the  face  in  three 
situation.';;  the  supra-orbital,  infra-orbital,  and  mental  regions. 
The  fifth  nerve  expands  into  the  Gassevian  panglion,  which  lies 
upon  the  apex  of  the  petrous  portion  of  the  temporal  bone, 
from  which  emanate  the  three  sensory  thvisions-:  the  ophthal- 
mic,  superior  maxillary,    antl   inferior    maxillary. 

The  branches  of  these  three  divisions  appear  upon  the  face 
through  three  foramina:  the  supra-orbital,  infra-orbital,  and 
mental  foramina. 

Location  of  the  Foramina. — The  supra-orbital,  joranum  is  at 
the  junction  of  the  inner  and  middle  third  of  the  upper  margin 
of  the  orbit  (Fig.  33).  A  straight  line  drawn  downward 
from  this  point  so  as  to  cross  the  gap  Iwtween  the  two  bicuspid 
teeth  will  cross  both  the  infra-orbital  and  mental  foramina 
(Treves)  (Fig.  34). 
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The  infra-orbital  joramen  correspontb  to  a  point  about  I  inch 
below  the  junction  of  the  inner  and  middle  thirds  of  the  lower 
margin  of  the  orbit  (see  Fig.  33). 
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The  menta/  joravicn  in  situated  in  ihe  lower  jaw  opposite  the 
sei^oud  bicuspid  tooth,  midway  between  tlie  alveolus  and  the 
lower  border  of  the  jaw  (see  Fig.  33).  In  old  age  it  is  nearer 
the  alveolus. 

Areas  of  the  Face  Supplied  by  the  Trifacial  (Fig.  35). — 
The  su  pra-orbitul  nerve  emerges  from  the  supra-orbital  foramen, 
supplies  the  upper  eyelid,  tlie  foreiiead,  and  scalp  as  far  back 
as  the  vertex. 

The  infra-orbUal  nerre  leaves  the  infra-orbital  foramen  and 


eupplies  the  lower  eyelid,  the  integument  on  the  aide  of  the 


TRiFArrtL  Nehvk. 


nose,  and  the  integiiniciil  ami  muioDs  membrane  of  the  upper 

lip. 

The  mental  branch  of  the  inferior  dental  nerve  emerges 
from  the  mental  foramen  and  supplies  the  integument  of  the 
chin  and  the  skin  and  mucous  membrane  of  the  lower  lip. 

Trifacial  neuralgia,  manifested  by  acute  pain  in  the  parts 
BujDplied  by  branches  of  the  fifth  nerve,  may  be  caused  by 
carious  teeth,  disease  of  the  mamillary  or  frontal  sinuses,  or 
some  irritation  within  the  cranium. 

In  cases  of  intractable  facial  neuralgia,  where  all  possible 
1  of  peripheral  irritation  have  been  removed  without 
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relief,  it  may  be  necessary  to  resect  the  nerves  as  they  leave 
their  bony  canals,  or  if  this  procedure  fails,  relief  can  only  be 
obtained  by  excision  of  the  Gasserian  ganglion.  Resection 
of  the  nerves  as  they  leave  their  bony  canals  is  a  simple  proce- 
dure, since  they  are  easily  located  beneath  the  superficial  struc- 
tures. In  infra-orbital  neuralgia  the  whole  nerve,  with  Meckel's 
ganglion,  has  been  removed,  and  the  results  have  justified 
this  radical  procedure. 

The  Gasserian  ganglion  occupies  an  osteofibrous  space 
(Meckel's  cave)  on  the  superior  surface  of  the  petrous  portion 
of  the  temporal  bone  near  its  apex  (Fig.  36).  It  lies  between 
the  endosteal  and  meningeal  layers  of  the  dura  mater.     When 


removing  the  ganglion  the  outer  layer  of  dura  mater  must  be 
incised. 

From  the  anterior  border  of  the  ganglion  proceed  its  three 
large  branches:  the  ophthalmic,  the  superior  maxillary,  and 
the  inferior  maxillary.  The  first  two  of  these  are  solely  nerves 
of  sensation,  the  inferior  maxillary,  however,  is  joined  outside 
the  cranium  by  the  motor  root  of  the  trifacial  and  is,  therefore, 
a  mixed  nerve. 

The  ophthalmic  nerve  enters  the  orbit  through  the  sphenoidal 
fissure  and  supplies  the  orbital  contents. 

The  superior  maxillary  nerve  leaves  the  skull  through  the 
foramen  rotundum.  The  inferior  maxillary  makes  its  exit 
through  the  foramen  ovale. 
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The  Gasseri.iD  ganglion  ts  removed  by  making  an  oete 
plastic  flap  in  ihe  temponil  region  just  alx)ve  Ihe  zygoma, 
reach  the  mid(Le  fossa  of  the  skull.     The  dura  is  aepi 
from  the  bone  and  the  brain  retracted  to  give  a  view  of  the 
deeper  stnictures.     When  the  foramen  spinos\im  and  middle 
meningeal  arterj'  are  reached   Ihe  artery  shoiiUI  be  ligated. 
Immediately  in  front  of  the   foramen   spinosiim   is  the  fora- 
men   ovale,  transmitting    the  inferior  maxillary,   and  J   inch   J 
anterior  to  the  foramen  ovale  in  the  foramen  rotundum.  trans-  \ 
mitting  the  superior  raaxillar>'.     After  the  superior  and  inferior 
maxillan,-  nerves  have  l>een  demonstrated  and  divided  at  their 
respective  foramina  they  should  ije  traced  backward  to  the 


Gasserian  ganglion,  lodged  in  Meckel's  space  between  the  two 
layers  of  dura  mater.  The  outer  layer  of  dura  mater  having 
been  incised,  the  ganglion  can  be  removed. 

The  lymphatics  of  the  face  nm  downward  and  terminate  in 
the  submaxillary  anil  svipcrficial  cervical  glaud-s.  The  lymph- 
atics from  the  outer  pari  of  the  eyelids  and  cheek  go  to  the 
parotid  gland. 

The  parotid  region  is  occupied  liy  the  parotid  gland,  which 
lies  in  a  groove  between  the  ramris  of  the  jaw  and  the  anterior 
border  of  the  slemomastoid  muscle  (Fig.  371. 

The  boundaries  of  the  region  are.  alxjve.  the  external 
auditory  canal  and  the  temporom axillary  articulation;  below, 
a  line  passing  from  the  angle  of  the  jaw  to  the  anterior  border 
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of  the  stemomastoid  muscle;  in  front,  the  posterior  border  of 
the  ramus  of  the  jaw;  behind,  the  anterior  border  of  the  stemo- 
mastoid muscle. 

The  above  limitations  merely  outline  the  superficial  part  of 
the  region;  the  parotid  gland  really  occupies  a  compartment 
the  shape  of  a  triangular  pyramid,  with  the  skin  as  its  base  and 
the  styloid  process  its  apex. 

The  fbrous  capsule  of  the  parotid  is  formed  from  the  deep 
cervical  fascia,  which  is  continuous  behind  with  the  sheath  of 
the  stemomastoid  and  in  front  with  the  masseteric  aponeurosis. 
The  parotid  capsule  plays  an  important  role  in  the  pathology 
of  the  gland,  since  the  gland  is  not  entirely  enclosed  by  its 
capsule.  The  capsule  is  strongeM  extcrnallf/j  behind  and  below. 
It  is  weakest  in  front  at  the  posterior  border  of  the  jaw\  It  is 
deficient  internalli/,  near  the  styloid  process,  where  a  portion  of 
the  gland  is  in  direct  relationship  with  the  lateral  wall  of  the 
pharynx.  It  is  incomplete  above  where  it  is  in  direct  contact 
with  the  external  auditory  meatus  and  the  posterior  portion 
of  the  capsule  of  the  temporomaxillary  articulation.  Hence, 
collections  of  pus  within  the  gland  spread  in  the  direction  of 
least  resistance — forward  toward  the  cheek,  upward  toward 
the  external  auditory  meatus  and  the  temporomaxillary  joint, 
inward  toward  the  pharynx.  Conversely,  suppurative  processes 
in  the  external  auditory  meatus,  the  middle  ear,  the  temporo- 
maxillary joint,  or  a  retropharyngeal  abscess  may  point  in  the 
parotid  region. 

Contents  of  the  parotid  compartment  are  the  parotid  gland, 
the  external  carotid  artery,  the  external  jugular  vein,  lymphatic 
ganglia,  and  the  facial  and  temporo-auricular  nerves. 

The  parotid  gland  is  the  largest  of  the  salivar>'  glands.  It 
fills  the  parotid  space  and  sends  a  process  over  the  masseter 
muscle  known  as  the  facial  process.  In  the  upper  portion  of 
this  process  is  the  accessory  parotid  gland  (socin  parotidis)^ 
which  has  a  duct  of  its  own  which  opens  into  Stenson's  duct. 
The  vessels  and  nerves  adhere  intimately  to  the  gland  and  it  is 
impossible  to  dissect  them  out  without  removing  portions  of 
the  gland.  Hence,  the  difficulties  presented  in  extirpating 
the  diseased  parotid  are  very  great  and  cannot  be  accomplished 
without  destruction  of  the  facial  nerve.  In  malignant  disease 
of  the  parotid  operation  is  only  justifiable  when  the  morbid 
process  can  be  removed  in  its  entirety.  When  we  consider 
the  situation  of  the  parotid  and  its  pharyngeal  prolongation, 
the  diflRculties  of  a  total  extirpation  are  almost  insurmountable. 


80  THE  HEAD  AND  NECK 

Tillaux  observes  that  extirpation  of  these  tumors  is  useless 
unless  complete,  and  when  complete  it  is  fatal. 

Mumps  (epidemic  parotitis)  is  an  inflammation  of  the  fibrous 
framework  of  the  g^and  accompanied  by  swelling  of  the  gland 
without  suppuration.  It  is  accompanied  by  swelling  and 
tenderness  in  other  glands,  notably  the  testicles,  ovaries,  and 
mammar}^  glands.  It  must  not  be  confounded  with  acute 
parotitis,  which  is  an  inflammation  of  the  glandular  tissue 
itself,  and  occurs  as  a  complication  of  infectious  diseases, 
tv-phoid,  pneumonia,  the  eruptive  fevers,  and  usually  ter- 
minates in  suppuration. 

The  vessels  of  the  parotid  region  are:  the  external  carotid 
artery,  which  crosses  obliquely  behind  the  ramus  of  the  jaw 
and  enters  the  parotid  gland,  the  upper  two-thirds  of  which 
it  traverses.  It  approaches  more  and  more  the  superficial  sur- 
face to  the  border  of  the  condyle  of  the  jaw,  where  it  divides 
into  its  terminal  branches,  the  superficial  temporal  and  the 
internal  maxillary.  Thus,  the  external  carotid  arter}^  traverses 
the  parotid  gland  in  an  oblique  direction  from  within,  out  and 
anteroposteriorly. 

The  temporomaxillary  vein,  formed  by  the  confluence  of  the 
superficial  temporal  and  the  internal  maxillary  vein,  descends 
in  the  substance  of  the  ])aroti(l  gland  external  to  the  artery.  It 
sends  a  })ranch  to  join  the  facial  vein  and  another  through  the 
deep  part  of  the  gland  to  join  the  internal  jugular  and  finally 
is  joined  by  the  posterior  auricular  vein  and  becomes  the 
external  jugular. 

The  vessels  form  a  rich  vascular  plexus  intimately  connected 
with  the  gland.  They  are  situated  within  a  narrow  space 
<lif!icult  of  access.  The  parotid  gland  is  separated  from  the 
internal  carotid,  the  internal  jugular  vein.,  the  pneumogastric, 
the  glossopharyngeal,  and  hypoglossal  nerves  only  by  a  thin 
layer  of  fascia.  Hence,  wounds  of  the  parotid  region  are  often 
grave  because  of  the  difficulty  in  controlling  hemorrhage.  As 
a  rule,  both  ends  of  the  vessel  should  be  ligated  within  the 
wound.  If  the  ends  of  the  l)leeding  vessels  cannot  be  found 
then  the  external  carotid  should  be  tied.  If  this  procedure 
fails  the  internal  carotid  must  also  be  ligated. 

The  nerves  of  the  parotid  region  are:  («)  the  auriculo- 
temporal nerve,  a  sensory  branch  of  the  inferior  maxillary 
<h vision  of  the  fifth,  which  forms  an  anastomosis  with  the  facial 
and  the  otic  ganglion.  It  emerges  from  the  upper  border  of 
the  parotid  and  crosses  the  root  of  the  zygoma  between  the 


THE  FACE  81 

external  ear  and  the  condyle  of  the  jaw,  dividing  into  its 
temporal  branches.  This  nerve  is  sometimes  resected  in  per- 
sistent neuralgia  and  is  easily  found  as  it  crosses  the  zygoma, 
lying  between  the  ear  and  the  temporal  artery. 

(6)  The  facial  nerve,  after  leaving  the  stylomastoid  foramen, 
enters  the  parotid  gland  at  a  point  corresponding  to  the  base 
of  the  lobule  of  the  ear  and  runs  forward  in  the  substance  of  the 
gland,  crossing  the  external  carotid  artery.  After  a  course  of 
2  cm.  in  the  gland  it  divides  into  two  branches,  the  temporo- 
facial  (ascending)  and  the  cervicofacial  (descending).  These 
terminal  divisions  break  up  within  the  gland  and  form  a  plexus, 
the  pes  anserinus  (gooseys  foot).  The  branches  finally  emerge 
at  the  anterior  border  of  the  parotid  and  radiate  over  the  side 
of  the  face  in  a  fan-like  manner.  During  its  course  anasto- 
moses are  formed  with  the  auriculotemporal  and  the  great 
auricular  nerves. 

The  position  of  the  facial  nerve  is  indicated  by  a  line  drawn 
from  the  base  of  the  lobule  of  the  car  downward  and  forward 
across  the  face  for  about  1  inch  (Deaver)  (see  Fig.  30).  The 
facial  nerve  does  not  adhere  very  closely  to  the  glandular  tissue 
and  small  benign  growths,  such  as  adenoma  and  chondroma  may 
be  removed  without  injuring  it.  It  is  quite  evident,  however, 
that  the  removal  of  the  parotid  is  necessarily  followed  by  facial 
paralysis. 

Stenson's  duct  begins  at  the  anterior  border  of  the  parotid 
gland  and  crosses  the  masseter  muscle  about  a  finger' s-breadth 
below  the  zygoma.  At  the  anterior  border  of  the  muscle  it 
bends  abruptly  inward  and  pierces  the  substance  of  the  buc- 
cinator, running  obliquely  forward  between  the  buccinator 
muscle  and  the  mucous  membrane  of  the  mouth,  into  which 
it  opens  by  a  small  orifice  opposite  the  second  molar  tooth 
of  the  upper  jaw.  The  course  of  the  duct  may  be  represented 
by  a  line  drawn  from  the  lower  margin  of  the  concha  to  a 
point  midway  between  the  ala  of  the  nose  and  the  margin  of 
the  upper  jaw  (see  Fig.  30).  Stenson's  duct  may  be  divided 
into  a  masseteric  and  buccal  portion  nearly  equal  in  length. 
The  masseteric  portion  of  the  duct  can  be  easily  felt  as  a  rounded 
cord  rolling  beneath  the  skin  when  the  masseter  muscle  is 
contracted.  It  is  situated  about  a  finger\s-breadth  below  the 
zygoma,  the  transverse  facial  artery  being  above  and  some 
branches  of  the  facial  nerve  below. 

At  the  anterior  border  of  the  masseter  muscle  the  duct  bends 
at  nearly  a  right  angle;  hence,  the  difficulty  in  passing  a  probe. 
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In  passing  a  probe  slight  traction  should  be  made  on  the  cheek  to 
straighten  out  the  canal  and  the  opening  of  the  duct  sought  on 
the  summit  of  a  papilla  opposite  the  second  molar  tooth.  There 
is  no  valve  at  its  outlet,  but  the  obliquity  of  the  opening  pre- 
vents fluids  passing  in  the  reverse  direction. 

Incisions  in  the  parotid  region  should  always  be  in  a  hor- 
izontal direction,  parallel  to  the  course  of  its  two  important 
structures,  the  facial  nerve  and  Stenson's  duct. 

Fistulse  of  the  parotid  and  its  duct  usually  occur  as  the 
result  of  wounds  of  the  gland  or  its  duct  during  operation. 
FistulsD  of  the  gland  itself  heal  spontaneously.  Fistulse  of  the 
masseteric  portion  of  the  canal  are  very  difficult  to  cure,  since 
the  position  of  the  duct  makes  it  diflRcult  to  turn  the  course  of 
the  saliva  into  the  mouth.  Anastomosis  of  the  divided  ends 
gives  the  most  satisfactory  results.  FistulaB  of  the  buccal 
portion  are  cured  by  making  a  new  buccal  orifice  and  turning 
the  proximal  portion  of  the  duct  into  the  mouth. 

The  parotid  lymph-glands  are  placed  some  superficially; 
others  are  imbedded  in  the  gland  itself.  They  drain  the  lateral 
portions  of  the  scalp,  the  outer  portions  of  the  eyelids,  the  cheek, 
tlic  root  of  the  nose,  and  the  outer  part  of  the  ear.  Vessels  from 
tlie  parotid  lymph-glands  empty  into  the  superficial  and  deep 
cervical  glands.  The  svbporotid  glands  between  the  parotid 
and  the  pharynx  drain  the  nasal  fossae,  the  nasopharynx,  and 
the  Eustachian  tube.  These  lymphatic  glands  play  an  impor- 
tant r61e  in  the  patholojr>'  of  the  parotid  region  and  may  give 
rise  to  tumors  which  are  obscure  and  difficult  to  diagnose,  such 
as  lymphadenoma  and  lymphosarcoma. 

Tumors  of  the  Parotid. — Chondroma  is  found  more  fre- 
quently in  connection  with  the  salivary  glands  than  any  other 
benign  tumor  (Senn\  the  parotid  l)eing  more  frequently  affected 
than  the  submaxillary  gland.  The  mixed  tumors  are  charac- 
teristic of  this  region,  such  as  chondrosarcoma,  myxosarcoma, 
and  myxadenoma.  Tumors  of  the  parotid  press  upon  and 
destroy  the  nerves  and  may  cause  anesthesia  of  the  skin  sup- 
plied by  the  auriculotemporal  nerve,  or  paralysis  of  the  muscles 
siipplied  by  the  facial.  Large  tumoi-s  of  the  parotid  may  press 
upon  the  pharynx  and  cause  dysphagia.  Tillaux  cites  the  case 
of  a  gaseous  tumor  of  the  parotid  gland  which  disappeared  on 
pressure  and  was  reproduced  when  the  patient  made  a  sudden 
and  forcible  expiration  with  the  mouth  closed.  The  tumor  was 
connected  with  Stenson's  duct,  the  internal  extremitv  of  which 
was  open  and  dilated. 
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The  masseter  and  iaternal  pterygoid  muscles  are  alike 
in  form  and  function  (Figs.  38  and  39).  They  have  been 
likened  to  the  two  bellies  of  the  digastric  muscle  and  should  be 
studied  together.  They  are  thick  quadrilateral  muscles  placed, 
respectively,  on  the  outer  and  inner  surfaces  of  the  ramus  of  the 
jaw.  They  are  inserted  into  the  lower  portion  of  the  ramus, 
descending  to  the  angle  of  the  jaw,  where  they  meet  at  the 
lower  border  and  are  united  by  periosteum.  They  are  supplied 
by  the  inferior  maxillary  nerve  and  by  their  combined  action 
they  raise  the  lower  jaw  ap:ainst  the  upper  with  great  force- 
In  resections  of  the  jaw  the  periosteum  should  be  peeled  off  so 


as  to  preserve  the  continuity  of  the  two  muscles  and  thus 
retain  a  thick  groove  of  periosteum,  which  will  contribute  very 
efficiently  to  repair. 

The  muscles  of  mastication  are  most  frequently  involved  in 
the  spasmodic  contractions  of  trismus  or  lockjaw.  This  condition 
may  be  produced  by  irritation  of  the  inferior  maxillary  nerve, 
as  in  caries  of  the  lower  teeth,  or  it  may  be  associated  with  the 
eruption  of  the  lower  wisdom  tooth.  In  tetanus,  tonic  con- 
traction of  these  muscles  appears  among  the  first  symptoms. 

The  relations,  in  this  region,  of  the  parotid  gland,  Stenson's 
duct,  the  transverse  facia]  arterj-,  and  the  branches  of  the  facial 
nerve  have  already  been  noted.     These  structures  are  all  sub- 
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aponeurotic  and,  in  opening  a  subcutaneous  abscess  they  wouW  i 
not  Ix!  invutled. 

Tiie   buccinator   muscle   is   a   thiu    quadrilateral    muscle  j 
arising  from  the  alveolar  processes  of  the  upper  and  lower  jaws,  I 
ita  fibers  converge  toward  the  angle  of  the  mouth  and  are  coo-  I 
timioua  with  the  orbicularis  oris.     It  forms  a  sort  of  support 
for  the  buccal  mucosa.     It  is  supplied  by  the  facial  nerve  and 
its  function  is  to  compress  the  cheeks  so  that  during  mastication 
the  food  is  pushed  beneath  the  molai'  teelh.     Hence,  in  paral- 
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ysis  of  the  facial  nerve  the  footi  I'oiiMaiiily  I'oilccis  between  the 
cheek  and  the  teeth  and  must  l>e  dislodged  by  the  finger. 

The  buccal  nerve,  a  branch  of  tlie  inferiov  maxillary,  is 
a  nerve  of  sensation  supplying  the  integument  and  mucous 
membrane  covering  the  buccinator  muscle  and  anastomosing 
with  the  facial  nerve.  Neuralgias  of  this  nerve  are  common 
and  are  diagnosed  by  the  site  and  direction  of  the  pain,  follow- 
ing a  line  extendins:  from  the  ear  to  the  middle  of  the  cheek. 
Tillaux  observes  that  they  give  three  painful  points: 

(a)  In  front  of  the  lobule  of  the  ear. 

(6)  Near  the  anterior  border  of  the  masseter  mu.scle. 
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(c)   In  the  middle  portion  of  the  cheek. 

The  buccinator  muscle  is  pierced  by  Stenson^s  duct  opposite 
the  second  molar  tooth  of  the  upper  jaw  (see  Stenson's  duct). 

The  molar  glands  are  situated  between  the  buccinator  muscle 
and  its  fascia,  lying  directly  on  the  muscle  behind  Stenson's 
duct,  opposite  the  last  molars.  Cysts  and  adenoma  of  the 
cheek  have  their  origin  in  these  glands. 

The  fatty  ball  of  Bichat  is  a  lobulated  mass  of  fat  which 
occupies  the  space  between  the  masseter  and  the  external 
surface  of  the  buccinator.  It  is  well  developed  in  infants  and 
does  not  disappear  in  the  adult  even  in  advanced  stages  of 
emaciation.  It  has  been  termed  by  Ranke  the  "sucking  pad," 
because  of  the  support  it  affords  the  cheek  of  the  infant  in 
nursing  the  breast. 

Lipomas  of  the  cheek  may  be  either  subcutaneous  or  sub- 
aponeurotic. The  latter  are  never  submucous  since  they 
always  lie  on  the  external  surface  of  the  l)uccinator.  They  may, 
however,  owing  to  tlie  thinness  of  the  buccinator  and  the  posi- 
tion of  the  aponeurosis,  present  in  the  mouth  rather  than  the 
skin,  and  may  he  removed  by  way  of  tlie  mouth  through  the 
buccal  mucous  membrane. 

Collections  of  pus  in  the  cheek  may  he  supra-  or  subapon- 
eurotic. When  they  are  supra-aponeurotic  they  invade  the 
subcutaneous  tissue  and  make  their  appearance  beneath  the 
skin.  When  they  are  subaponeurotic  they  may  invade  the 
temporal  and  zygomatic  fossae  and  present  in  the  cheek  between 
the  buccinator  muscle  and  its  aponeurosis. 

The  superior  maxillary  region  is  composed  of  the  two 
superior  maxillae  which  unite  in  the  median  line  and  form  the 
greater  part  of  the  framework  of  the  face.  The  superior  maxilla 
has  been  compared  to  a  shell  of  bone  enveloping  the  maxillaiy 
sinus  or  antrum  of  Highmore  (see  pages  120  and  121).  It  forms 
part  of  the  floor  of  the  orbit,  the  roof  of  the  mouth,  the  external 
wall  of  the  nasal  fossa,  and  the  anterior  wall  of  the  spheno- 
maxillary fossa.  Owing  to  the  fact  that  it  is  well  protected  by 
its  outlying  processes,  the  nose,  the  malar  hones,  and  the  zygo- 
matic arches,  fractures  of  the  superior  maxilla  are  not  common. 
This  fracture  may  be  due  to  direct  violence  or  it  may  be  indi- 
rectly transmitted  through  a  blow  on  the  chin  or  by  a  blow  on 
the  head  when  the  chin  is  fixed.  Gunshot  wounds  of  the  face 
or  a  kick  in  the  face  by  a  horse  may  be  mentioned  among  the 
causes. 

Scudder  observes  that  fracture  of  the  superior  maxilla  occurs 
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so  frequently  from  a  bicycle  injury  that  it  may  be  properly 
called  the  bicycle  accident. 

The  infra-orbital  nerve  may  be  involved,  causing  anesthesia 
or  neuralgia  of  the  parts.  The  lacrimal  sac  is  sometimes  torn 
and  the  lacrimal  duct  obstructed. 

In  treating  these  fractures  remember  that  the  vitality  of  this 
bone  is  very  great  and  observe  the  dictum  of  Malgaigne,  to 
leave  undisturbed  everij  fragment  that  is  not  absolutely  and  entirely 
detached.  The  periosteum  of  the  superior  maxilla  does  not  form 
new  bone;  hence,  necrosis  of  bone  or  removal  of  fragments 
always  leaves  a  permanent  gap. 

Excision  of  the  superior  maxilla  is  practised  in  case  of 
malignant  disease  and  temporary  osteoplastic  resection  is  some- 
times done  as  a  preliminary  in  gaining  access  to  nasopharyngeal 
tumors. 

The  cutaneous  incision  divides  the  upper  lip  in  the  median 
line  and  is  carried  around  the  ala  of  the  nose,  along  the  side  of 
the  nose  to  the  inner  canthus  of  the  eve.  The  incision  is  con- 
tinned  in  a  horizontal  direction  about  \  inch  below  the  infra- 
orbital margin  to  a  point  over  the  most  prominent  part  of  the 
malar  bone. 

The  flap  is  dissected  up  and  turned  outward.  The  advantage 
of  this  incision  is  the  thorough  exposure  of  the  parts  which 
are  to  be  excised,  the  main  vessels  of  the  flap  are  not  disturbed, 
and  no  important  branches  of  the  facial  nerve  are  divided. 
The  angular  artery  and  vein  and  the  infra-orbital  artery  and 
nerve  are  severed,  but  the  hemorrhage  is  easily  controlled. 
The  superior  maxilla  is  readily  removed  after  dividing  its 
bony  connections  at  four  points  (Fig.  40). 

(a)  Externallji,  with  the  malar  bone. 

(b)  Inteimall}/,  with  the  nasal  process. 

(c)  In  the  median  line,  through  the  alveolar  process  and 
hard  palate. 

(d)  Behind,  with  the  pterygoid  process. 

The  infra-orbital  nerve  is  divided  in  front  of  Meckel's  gan- 
glion.    No  lar<re  vessels  are,  however,  severed  in  this  operation. 

The  inferior  maxilla,  because  of  its  horseshoe  shape,  its 
great  elasticity,  and  mobility  is  protected  from  fracture  to  a 
comparative  extent.  Nevertheless,  it  is  more  frequently  frac- 
tured than  anv  other  bone  of  the  face.  It  is  usuallv  broken  by 
direct  violence.  The  symphysis  is  rarely  broken,  because  of 
its  throat  strength.  The  ramus  is  protected  by  muscular  pads. 
The  most  common  site  of  fracture  is  at  its  weakest  point — a 
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tittle  in  front  of  the  masseter  muscle,  where  it  is  weakened  by 
the  mental  foramen  and  the  deep  socket  of  the  canine  tooth. 
As  a  rule,  there  is  little  displacement,  but  when  the  bones  are 
broken  obliquely  there  is  a  tendency  of  the  fragments  to 
override,  the  anterior  fragment  being  drawn  downward  and 
backward  by  the  depressor  muscles  of  the  jaw,  the  posterior 
fragment  being  drawn  upward  and  outward  by  the  elevator 
muscles.  The  existence  of  displacement  is  seen  in  the  difference 
in  the  level  of  the  teeth.     Fractures  of  the  lower  jaw  are  usually 


PiQ.  40.— FOOH  PoiNTR 


compounded  by  laceration  of  the  gums  and  are  thus  subject 
to  infection. 

When  the  fragments  are  accurately  approximated  and 
firmly  retained  infection  seldom  occurs,  and  solidification  is 
rapid.  When  the  fragments,  however,  have  a  tendency  to 
override,  suppuration  is  invited  and  abscesses  may  form  about 
the  jaw  or  in  the  neck,  portions  of  the  jaw  exfoliate  and  the 
process  extend  over  a  long  period  before  a  permanent  cure  can 
be  obtaine<I. 

The  old  method  of  treatment  by  locking  the  lower  jaw  against 
the  upper  has  been  replaced  by  the  use  of  the  interdental 
splint,  which  insures  accurate  approximation  and  satisfactory 
retention. 

The  temporomaxillary  articulation  is  a  hinge-joint  modi- 
fied to  allow  a  gliding  movement.      It  is  formed  above  by 
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the  anterior  part  of  the  glenoid  cavity  (the  part  in  front  of 
fissure  of  Glaser)  and  the  eminentia  articularis;  below  by  the 
condyle  of  the  lower  jaw.  These  two  bony  surfaces  are  convex 
and  the  articulation  is  only  maile  possible  by  the  interposition 
of  a  biconcave  interarticular  fibrocatiilage  which  articulates 
above  with  the  glenoid  cavity  and  below  with  the  condyle  of 
the  jaw;  hence,  this  arlicvlalion  h  composed  of  two  distinct 
joints,  one  Iwtween  the  condyle  of  the  jaw  and  the  inl*rarticular 
fibrocartilage,  which  allows  the  hinge-like  movement,  and 
the  other  lietween  tlie  fibrocartilage  and  the  glenoid  cavity, 
which  permii;^  the  uiovi'iiiciit  of  a  gliding  character  (Fip;.  41). 


The  surfacea  of  the  interarticular  fibrocartilage  are  separated, 
from  theii'  respective  bony  articulations  by  two  distinct  synovial 
cavities.  The  margins  of  the  cartilage  are  connected  with  the 
capsular  ligament,  and  in  addition  it  receives  part  of  the 
insertion  of  the  external  pterygoid  muscle.  Hence,  the  car- 
tilage follows  closely  the  normal  movements  of  the  condyle 
from  the  glenoid  fossa  to  the  eminentia  articularis. 

The  capsular  ligament  is  very  tJiin  and  loose,  the  weakest 
point  being  in  front.  It  passes  from  the  circumference  of  the 
glenoid  cavity  to  the  upper  margin  of  the  articular  disk,  and 
from  the  lower  margin  of  the  articular  disk  to  the  neck  of  the 
condyle  of  the  jaw.  Thus  it  will  again  he  seen  how  the  two 
distinct  joints  are  formed  in  this  articulation. 
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The  external  lateral  ligament  is  an  accessor^'  band  of  the 
capsular  ligament.  It  is  short  antl  strong,  and  descends  from 
the  tubercle  at  the  root  of  the  zygoma  downward  and  backward 
to  the  neck  of  the  condyle  of  the  jaw  (Fig.  42).  It  forms  a 
powerful  obstacle  to  backward  displacement  of  the  jaw.  This 
is  the  only  ligament  which  affords  material  support  to  the 
joint,  and,  as  Tillaux  has  observed,  the  true  internal  lateral 
ligametU  of  one  aide  is  the  external  lateral  ligatnent  of  the  opposite 
side. 


FlQ.  42.— ExTEHNtI,   LtTERtL    LiUtMENT,    NoRU.lL;    MoUTH  CLOSED, 

The  internal  lateral  or  sphenomasillary  ligament  con- 
tributes no  support  to  the  joint.  It  is  a  long,  thin  band  extend- 
ing from  the  spine  of  the  sphenoid  to  the  margin  of  the  dental 
foramen.  It  is  separated  from  the  neck  of  the  jaw  by  an 
interval  through  which  pass  the  internal  maxillary  artery  and 
the  inferior  dental  vessels  and  nerve. 

The  stylomaxillary  ligament  is  a  thickened  bantt  of  cervical 
fascie  extending  from  the  apex  of  the  styloid  process  to  the 
angle  of  the  jaw.  It  separates  the  parotid  and  submaxillary 
glands. 

Note  the  fact  that  the  glenoid  fossa  is  sepnrate<l  from  the 
bony  meatus  and  the  middle  ear  only  by  a  thin  plate  of  bone. 
Hence,  blows  upon  the  chin  wouhl  produce  seriou.s  damage  to 
three  delicate  structures,  were  it  not  for  the  external  lateral 
ligament  which  resists  backward  movements  of  the  condyle. 
Note  also  that  disea.ses  of  the  middle  ear  may  extend  into  the 
articulation  or  from  the  articulation  into  the  ear. 
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Dislocation  of  the  Lower  Jaw. — A  study  of  the  bony  rela- 
tions of  the  teniporomaxiilary  joint  demonstrates  that  simple 
dislocation  can  occur  only  in  one  direction,  namely,  for^'ard. 
Disloeations  in  other  <tirections  are  complicated  by  fracture  of 
the  jaw  or  of  the  walls  of  the  glenoid  fossa.  Dislocation  of 
the  jaw  forward  may  be  unilateral  or  bilateral.  It  is  usually 
bilateral. 

It  occurs  when  the  mouth  is  wide  open  (Fig.  43).  The 
external  lateral  ligament  being  relaxeti  and  the  external 
pterygoiii  muscles  vigorously  contracting,  the  condyle  of  the 
jaw  with  the  fibrocartilage  is  drawn  over  the  eminentia  articu- 


laris  into  the  KyuoiUiiLic  iu^^sji  iFiji.  44).  Conditions  favorable 
to  this  dislocation  obtain  during  the  act  of  yawning,  vomiting, 
the  manipulations  of  the  dentist,  or  it  may  I>e  produced  by  a 
blow  upon  the  chin  when  the  moulh  is  wide  open. 

Treatment. — The  obstacle  to  the  reduction  of  this  dislocation, 
as  observed  by  Stimson,  is  the  external  lateral  ligament.  When 
the  mouth  is  closed  the  external  lateral  ligament  slants  ob- 
liquely downward  and  backward  (see  Fig.  42).  When  the 
mouth  is  opened,  the  axis  of  the  ligament  is  vertical  (see  Fig.  43). 
When  the  mouth  is  opened  beyond  its  normal  limits,  the 
ligament  relaxes  and  the  condyle  passes  forward  l^eyond  the 
eminentia  articularis.  Then,  by  the  contraction  of  the  muscles 
of  mastication,  the  ligament  is  made  tense  and  the  condyle  is 
fixed  in  its  new  position   (see  Fig.  44).     Hence,  in  reducing 
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dislocations  of  the  jaw,  the  tension  of  the  external  lateral  liga- 
ment must  be  relieved  before  reduction  can  be  accomplished. 

Thus  it  will  be  seen  that  the  chin  must  first  be  depressed,  i.  e., 
open  the  mouth  wider  to  relax  the  ligament,  then  press  the 
condyle  backward  into  place.  This  maneuver  is  accomplished 
by  placing  the  thumbs,  well  protected,  in  the  mouth  and 
making  pressure  against  the  anterior  border  of  the  rami  while 
the  hand  depresses  the  symphysis. 

Arthritis  of  the  temporomazillary  joint  may  be  secondary 
to  inflammatory  processes  in  the  parotid  gland,  the  middle  ear, 
and  the  external  auditory  meatus,  or  may  originate  in  the  joint 
itself.     The  serious  consequence  of  such  a  process  is  a  resultant 


ankylosis  which  obviously  forms  a  formidable  obstacle  to 
nutrition,  talking,  respiration,  and  proper  cleanliness  of  the 
mouth. 

Fixation  of  the  jaw  may  be  due  to  (1)  intra-articular  causes: 
(a)  Bony  ankylosis  after  destructive  changes  in  the  joint. 
(6)  Ankylosis  due  to  adhesions  following  inflammatory  proc- 

(2)  Extra-articular  causes: 

(a)  Spasmodic  contraction  of  the  muscles  of  mastication  due 
to  some  reflex  irritation,  as  the  eruption  of  a  wisdom  tooth  or 
the  toxemia  of  tetanus  (lockjaw). 

(6)  Intrabuccal  cicatrices  following  extensive  ulcerations  of 
the  mouth. 
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Tumors  of  the  lower  jaw  are  (a)  those  connected  with  the 
teeth,  odontomes  (tumors  composed  of  dental  tissue),  dentiger- 
ous  cysts,  which  may  attain  a  large  size,  and  (6)  fibroma, 
osteoma,  enchondroma,  sarcoma,  and  epithelioma.  In  malig- 
nant disease  of  the  lower  jaw  the  wisdom  of  early  and  exten- 
sive excision  of  the  jaw  is  emphasized  by  the  many  and 
important  neighboring  structures  which  may  be  invaded. 

Necrosis  of  the  jaw  may  be  the  result  of  carious  teeth  or  an 
osteomyelitis  following  the  exanthemata.  A  peculiar  form  of 
necrosis  of  the  maxillary  bones  sometimes  develops  in  those 
employed  in  match  factories — phosphorus  necrosis.  It  begins 
in  the  form  of  a  periostitis  and  terminates  in  necrosis.  Cir- 
cumscribed areas  of  necrosed  bone  form  sequestra  and  may  be 
easily  removed.  In  extensive  necrosis  it  may  be  necessary  to 
resect  the  entire  l>one.  If  the  periosteum  be  preserved,  repro- 
duction of  the  bone  niay  take  place. 

The  pterygomaxillary  fossa  is  an  irregular-shaped  cavity 
situated  between  the  face  and  the  cranium.  It  is  bounded 
externally  by  the  zygomatic  arch  and  ramus  of  lower  jaw, 
internally  by  tlie  external  pterygoid  ])late;  anteriorly,  by  the 
zygomatic  surface  of  the  su])erior  maxilla;  posteriorly,  by  the 
posterior  border  of  the  external  pterygoid  plate.  Above,  it 
communicates  with  the  temporal  fossa  and  at  its  upper  and 
inner  part  are  two  fissures,  the  }<phcnomaxiUar]i  and  the  pterygo- 
ruaxillarii  fissures. 

The  sphenomaxillary  fissure  is  horizontal  and  opens  into  the 
outer  and  back  part  of  the  orbit.  It  transmits  the  superior 
maxillary  nerve  and  its  orbital  branch,  the  infra-orbital  vessels, 
and  the  ascending  branches  of  Meckel's  ganglion. 

The  pterygomaxillary  fissure  is  vertical  and  forms  a  right 
angle  with  the  preceding  fissure.  It  communicates  with  the 
sphenomaxillary  fossa  and  transmits  the  internal  maxillary 
artery. 

Contents  of  the  pterygomaxillary  fossa — all  the  muscles  of 
mastication  excepting  the  masseter,  the  internal  maxillarj^ 
artery,  vein,  and  their  branches,  and  the  inferior  maxillary 
nerve.  The  fossa  is  filled  with  a  mass  of  fatty  tissue  which  is 
continuous  with  that  of  the  temporal  fossa  and  the  buccal  fat 
of  the  cheek.  The  external  pterygoid  muscle  occupies  the 
greater  part  of  the  fossa. 

The  entire  fossa  is  traversed  from  without,  and  in  nearly 
a  horizontal  direction  by  the  internal  maxillary  artery^  which 
begins  immediately  behind  the  neck  of  the  condyle  of  the  jaw. 
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and,  passing  inward  upon  the  outer  surface  of  the  external 
pterygoid  muscle,  reaches  the  sphenomaxillary  fossa,  giving  off 
in  its  course  branches  to  supply  the  deep  structures  of  the  face. 

Internal  to  the  external  pterygoid  muscle  are  the  lingual, 
inferior  dental,  the  auriculotemporal,  and  the  deep  temporal 
nerves,  which  traverse  the  space  in  a  vertical  direction.  At 
the  lower  border  of  the  external  pterygoid  the  chorda  tympani 
nerve  joins  the  lingual. 

The  special  interest  attached  to  this  fossa  is  its  communi- 
cations with  neighboring  regions,  viz. : 

(a)  Above,  with  the  temporal  fossa. 

(6)  Below  and  externally,  with  the  buccal  cavity. 

(c)  In  front,  with  the  orbital  cavity  by  the  sphenomaxillary 
fissure. 

(d)  With  the  nasal  fossa  through  the  sphenopalatine  foramen. 

(e)  With  the  cranial  cavity,  through  the  sphenoidal  fissure. 
(/)    Behind  it  is  continuous  with  the  parotid  region. 
Hence,  it  is  obvious  that  suppurative  processes  starting  in 

this  fossa  may  find  their  way  into  the  adjacent  regions  or 
vice  versa y  and  malignant  growths  easily  spread  from  one 
region  to  the  other. 

Penetrating  wounds  of  the  fossa  are  dangerous  because  of 
the  resulting  hemorrhage.  When  the  usual  means  of  hemo- 
stasis  is  ineffectual  it  will  be  necessary  to  ligate  the  external 
carotid. 

The  pterygoid  venous  plexus  is  a  plexus  of  considerable 
size  situated  between  the  pterygoid  muscles,  receiving  tributary 
branches  from  the  nose,  orbit,  face,  and  temporal  region, 
and  communicating  with  the  cavernous  sinus.  Hence,  in 
cellulitis  of  the  regions  drained  by  this  plexus  infective  throm- 
bosis may  reach  the  pterygoid  plexus  and  the  cavernous  sinus, 
and  meningeal  complications  ensue. 

The  inferior  dental  nerve  passes  downward  with  the 
inferior  dental  artery  beneath  the  external  pterygoid  muscle, 
then  between  the  internal  lateral  ligament  and  the  ramus  of 
the  jaw  to  the  dental  foramen.  It  pavsses  along  the  dental 
canal  in  the  inferior  maxilla,  supplying  branches  to  the  teeth. 
Opposite  the  mental  foramen  it  divides  into  a  mental  and 
incisor  branch,  the  former  emerging  through  the  mental  foramen 
to  supply  the  skin  and  mucous  membrane  of  the  lower  lip  and 
chin  (Fig.  45). 

This  nerve  is  frequently  the  site  of  severe  neuralgias  which 
necessitate  its  resection. 
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Exposure   of   the   inferior    dental   nerve   is  practical    in 

three  situations: 

(a)  Be/ore  etitering  the  denial  canal.  Within  the  mouth  the 
nerve  can  be  located  at  the  dental  foramen  which  occupies 
a  central  position  on  the  inner  surface  of  the  ramus  of  the  jaw. 

The  guide  to  the  dental  joramen  is  the  linytda  (spine  of  Bpix), 
a  prominent  sharp  spine  immediately  in  front  of  the  foramen 
to  which  is  attaclied  the  internal  lateral  ligament  of  the  lower 
jaw.  After  incising  the  mucous  membrane  along  the  inner 
side  of  the  anterior  border  of  the  ramus  of  the  jaw  and  separating 
the  fibers  of  the  internal  pterj'goid  muscle  the  sharp  spine  of 
the  lingula  can  be  easily  recognized,  at  the  base  of  which  liea 
the  dental  foramen  where  the  nerve  can  be  readily  exposed. 

(fc)  Within  the  denial  canal  the  nerve  may  be  exposed  by 
making  an  incision  through  the  cheek  and  reflecting  upward 
the  fibers  of  the  masseter  muscle.     The  outer  table  of  the 
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ramus  is  removed  by  trephining  and  the  nerve  removed  from 
the  portion  of  the  canal  exposed. 

(e)  At  the  7nentai  joramen,  by  everting  the  lower  lip  and 
incising  the  mucous  membrane  down  to  the  bone  opposite 
the  interval  between  the  bicuspid  teeth. 

The  lingual  nerve  passes  between  the  internal  pterygoid 
muscle  and  the  ramus  of  the  jaw,  and  becomes  superficid  as 
it  reaches  the  floor  of  the  mouth  behind  the  last  molar  tooth 
and  in  front  of  the  pterygomaxillary  ligament. 

Resection  of  the  nerve  is  often  necessary  for  the  relief  of 
intense  pain  associated  with  cancer  of  the  tongue.  It  may 
be  exposed  by  making  an  incision  midway  Ijetween  the  tongue 
and  the  prominent  alveolar  ridge  of  the  last  molar  tooth, 
DaCosta  advises  that  the  knife  enter  J  inch  l)ehind  and  below 
the  last  molar  tooth  and  be  carried  down  to  the  bone  for- 
simple  division  of  the  nerve. 


CHAPTER  VII 
THE  ORBIT 

The  orbits  are  the  bony  cavities  situated  between  the  anterior 
portion  of  the  cranium  and  the  face,  and  separated  by  the 
nasal  fossa.  They  contain  the  globe  of  the  eye  and  its  appen- 
dages. The  importance  of  this  region  from  an  anatomic 
and  surgical  standpoint  is  apparent.  The  orbital  cavity  is 
closed  in  front  by  the  eyelids,  which  are  separated  from  the 
globe  of  the  eye  by  the  folds  of  the  conjunctiva.  The  eyeball 
occupies  the  anterior  part  of  the  orbit.  The  posterior  portion 
is  filled  with  fat,  fascia,  muscles,  vessels,  and  nerves  belonging 
to  the  eye.  The  anterior  and  posterior  portions  are  separated 
from  each  other  by  the  capsule  of  Tenon,  a  membranous  sac 
which  envelops  the  posterior  portion  of  the  eyeball  and  forms 
a  socket  in  which  it  plays,  just  as  the  head  of  a  bone  moves 
in  its  articular  cavity. 

The  orbital  cavity  is  in  the  form  of  a  quadrilateral 
pyramid,  the  base  being  in  front  and  the  summit  behind.  The 
largest  circumference  of  the  orbit  is  about  1  cm.  back  of  the 
rim.  The  anteroposterior  axes  of  the  two  cavities  are  not 
parallel;  they  ^re  oblique  and  tend  to  converge  posteriorly. 
The  depth  of  the  cavity  is  from  4  to  5  cm.  Note  here  that  the 
shape  of  the  bony  orbit  being  that  of  a  quadrilateral  destined 
to  contain  a  spheric  body — the  eyeball — there  are  formed  at 
the  four  bony  angles  triangular  spaces  which  offer  convenient 
points  for  exploration,  either  digitally  or  by  the  use  of  instru- 
ments (Fig.  46). 

The  bony  walls  of  the  orbit  are  very  thin  and  are  lined  with 
periosteum  which  is  continuous  through  the  optic  foramen 
with  the  dura  mater.  Anteriorly  it  blends  with  the  peri- 
cranium. It  is  important  to  note  that  the  four  walls  are  in 
immediate  relation  with  four  fossae.  Above,  the  anterior  cere- 
bral fossa;  below,  the  maxillary  sinus;  internally ,  the  nasal 
fossa;  externally,  the  temporal  fossa.  Here,  therefore,  is  a  cavity 
separated  from  four  important  fossae  by  a  thin  bony  wall. 
Foreign  bodies  thrust  into  the  orbital  cavity  may  not  only 
injure  its  contents,  but  invade  the  adjoining  cavities.     Just 
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80  may  tumors  of  any  one  of  these  fossip  encroach  upon  the 
centra]  cavity.  Note,  also,  that  the  orbital  (.'avity  is  circum- 
scribed by  bone  except  in  front,  where  it  is  closed  only  by  soft 
parts,  the  eyelids;  obviously,  therefore,  tumors  developing 
in  the  orbit  will  push  the  eyeball  forward  toward  the  point  of 
least  resistance  and  produce  a  condition  of  exophthalmos. 

The  superior  or  cranial  wall  forms  the  roof  of  the  orbit  and 
part  of  the  floor  of  the  anterior  cerebral  fossa.  It  is  composed 
of  the  frontal  bone  and  the  lesser  wing  of  the  sphenoid.  It  is 
extremely  thin  and  brittle,  except  at  the  base  of  the  orbit.  Its 
fragile  character  must  lie  borne  in  mind  when  extirpating 
tumora  of  the  orbit.     Foreign   bodies  thrust  into  the   orbit 


and  entering;  this  surface  penetrate  the  base  of  the  brain. 
It  ia  the  most  frequent  .site  of  indirect  fracture  of  the  base  of 
the  skull. 

The  injerior  or  maxillanj  wall  forms  the  Hoor  of  the  orbit  and 
the  roof  of  the  maxillary  sinus.  It  is  composed  of  the  superior 
maxilla,  the  malar,  and  palate  bones. 

The  inferior  wall  ia  very  thin  and  easily  destroyed  by  tumors 
which  may  either  invade  the  maxillary  sinus  or,  originating 
in  the  sinus,  protrude  into  the  orbit. 

The  internal  or  nasal  wall  is  formed  by  the  nasal  process  of 
the  maxilla,  the  internal  angular  process  of  the  frontal,  the 
lacrimal,  the  os  planum  of  the  ethmoid,  and  a  small  portion 
of  the  body  of  the  sphenoid.  It  lies  very  nearly  in  a  sagittal 
plane  and  is  in  relation  with  the  ethmoid  cells  and  the  nasal 
fossa.     The   wall    separating   the   ethmoid   cells   is   of  paper 
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thinness;  hence,  m  inflammation  of  the  ethmoid  cells  pain  is 
manifest  on  the  inner  orbital  wall  and  the  infection  may  invade 
the  orbital  cavity  and  produce  an  orbital  cellulitis  or  abscess, 
with  great  pain  and  proptosis. 

Slight  traumatism  may  fracture  the  inner  wall  and  emphy- 
sema of  the  eyelids  result  from  the  air  in  the  nasal  fossae  being 
forced  into  the  cellular  tissue  of  the  orbit  and  eyelids. 

The  external  or  temporal  wall  is  very  oblique.  It  is  formed 
by  the  malar,  the  external  angular  process  of  the  frontal,  and 
the  great  wing  of  the  sphenoid.  In  an  enucleation  of  the  eye 
it  is  well  to  follow  this  wall  in  severing  the  optic  nerve.  Tumors 
of  the  orbit  may  destroy  this  wall  and,  penetrating  the  temporal 
fossa,  present  beneath  the  temporal  aponeurosis. 

The  four  angles  of  the  orbit  present  some  points  of  surgical 
interest.  The  superior  internal  angle  is  in  close  relation  with 
the  frontal  sinus.  It  lodges  the  pulley  of  the  superior  oblique. 
The  superior  external  angle  is  the  site  of  the  fossa  which  lodges 
the  lacrimal  gland.  The  inferior  internal  angle  marks  the 
superior  border  of  the  nasal  orifice  and  the  inferior  external 
angle  is  the  point  at  which  the  superior  maxilla  is  detached 
from  the  malar  in  performing  resection  of  the  former. 

The  sphenomaxillary  fissure  occupies  the  infero-external 
border  of  the  orbit.  Through  this  fissure  a  means  of  commu- 
nication is  established  between  the  orbit  and  the  temporal, 
zygomatic,  and  sphenomaxillary  fossae.  It  transmits  the  su- 
perior maxillary  nerve  and  its  orbital  branch,  the  infra-orbital 
vessels,  and  ascending  branches  from  Meckel's  ganglion.  The 
periosteum  which  covers  the  fissure  usually  forms  an  effective 
barrier  against  the  dissemination  of  pus.  Tumors,  however, 
may  arise  in  the  orbit  and  invade  these  fossse,  or  vice  versa. 

The  summit  of  the  orbit  does  not  correspond  to  the  optic 
foramen,  which  occupies  the  superior  wall,  but  to  the  sphe- 
noidal fissure  at  its  widest  part.  Through  this  fissure  the  orbit 
communicates  with  the  cranial  cavity  and  transmits  the  third, 
fourth,  ophthalmic  division  of  the  fifth  and  sixth  nerves, 
the  orbited  branch  of  the  middle  meningeal  artery,  a  recurrent 
branch  from  the  lacrimal  to  the  dura  mater,  and  the  ophthalmic 
vein. 

The  soft  parts  in  the  orbit  are  contained  in  two  separate 
and  distinct  compartments,  separated  by  a  reduplication  of  the 
orbital  aponeurosis  or  capsule  of  Tenon.  The  anterior  com- 
partment is  occupied  by  the  eyeball,  the  posterior  by  the 
vessels,  nerves,  muscles,  and  orbital  fat. 
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The  orbital  aponeurosis  is  the  conDective-tissue  skeleton 
which  holds  the  structures  in  the  orbit  in  suspension  (Fig.  47). 
It  extends  from  the  optic  foramen  forward  to  the  circumference 
of  the  orbit,  with  the  periosteum  of  which  it  blends.  In  its 
transit  forward  it  sends  out  prolongations  which  ensheath 
nearly  every  structure  contained  in 
the  bony  orbit.  The  principal  parts 
of  this  aponeurosis  are — 

(a)  Tenon's  capsule,  forming  a 
socket  for  the  eyeball. 

(b)  The  sheaths  of  the  muscles. 

(c)  The  check  ligaments,  which 
act  as  an  important  factor  in  as- 
sistinR  and  restraining  the  action  of 
the  muscles.  Note  that  the  orbital 
fascia  acts  a.s  an  obstructive  agent 
in  prevcntinfi  the  exit  of  pus  from 
the  orbit,  and  explain.?  the  tension 
and  pain  associated  with  postorbilal 

The  capsule   of  Tenon  is  a  reduplication  of  the  orbital 

aponeurosis  surroundiug  the  posterior  two-thirds  of  the  eyeball 
(ImK-  48);  behind  it  furruiniils  the  optic  nerve  and  is  merged 
into  its  sheath. 


n  contact  with  the  outer  surface 
;  con\ex  antt  in  relation  with 


Fi.i.  4fi.— Te] 


.\nteriorly.  it  is  conca\'e  and  ii 
of  the  sclera:  posteriorly,  it  is 
the  nrl)ilal  fat. 

The  Function  of  Tenon's  Capsule. — (a)  It  pnnides  a 
practical  joint  cavity  in  which  the  ej-eball  moves  like  the  head 
of  a  bone. 
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(6)  It  forms  a  partition  which  divides  the  orbital  cavity 
into  an  anterior  and  posterior  compartment. 

(c)  It  permits  an  enucleation  of  the  eye  without  opening 
the  posterior  compartment  ami  thus  lessens  the  danger  of 
meningeal  infection. 

The  posterior  compartment  of  the  orbit  contains  fat,  the 
muscles  of  the  eye,  the  ophthalmic  artery  and  vein,  and  the 
nerves  of  the  orbit. 

The  muscles  of  the  orbit  are  the  levator  palpebrte  super- 
ioris,   the  four  recti,  and  the  superior  and  inferior  oblique. 

The  levator  palpebr^  superioris  raises  the  upper  eyelid  and 
directly  opposes  the  action  of  the  orbicularis  palpebrarum. 

The  four  recti  muscles  (superior, 
inferior,  internal,  antt  external)  ariiie 
around  the  circumference  of  the  op- 
tie  foramen  from  a  common  teniUn- 
OU8  ring,  the  lower  and  inner  portion 
of  which  is  known  as  the  ligament 
of  Zinn.  They  nm  forward  into  the 
anterior  compartment,  receiving  an 
investment  from  the  orbital  aponeu- 
rosis, and  are  inserted  into  the  scler- 
otic coat  of  the  eve  in  the  follow-  Fm.  40.— THEluaEeriONomiE 
•",       ,  ,  REiTiMuBtLEaFoBurHEAao 

mg  manner,  so  as  to  form  the  arc  oi- *  Spiral. 

of  a  spiral,  the  internal  rectus  Ijein;; 

inserted  5  mm.  from  the  corneoscleral  junction,  the  inferior 

6  mm.,  the  external  7  mm,,  and  the  superior  8  mm,  (Fig.  49), 

Action. — The  recti  muscles  acting  singly  will  turn  the  globe 
of  the  eye  upward  or  downward,  inward  or  outward.  Since, 
however,  the  superior  and  inferior  recti  do  not  pass  directly, 
but  obliquely  forward,  they  turn  the  eye  slightly  inward  as 
well;  this,  however,  is  somewhat  counterbalanced  by  the  action 
of  the  oblique  muscles. 

The  external  rectus  of  one  eye  acts  in  association  with  the 
internal  rectus  of  the  other,  as  in  turning  !x>th  eyes  to  the 
same  side.  Both  internal  recti,  however,  act  together  in  the 
production  of  convergence  or  in  turning  both  eyes  inward. 
The  superior,  inferior,  and  internal  recti  are  supplied  by  the 
third  nerve,  the  external  is  supplied  by  the  sixth  nerve. 

The  superior  oblique  arises  a  little  above  the  upper  margin 
of  the  optic  foramen,  traverses  the  upper  and  inner  side  to  the 
inner  angle  of  the  orbit,  where,  as  a  rounded  tendon,  it  passes 
through  a  fibrous  cartilaginous  ring  or  pulley  which  is  lined 
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with  synovial  membrane,  the  Irochlear,  and  then  turns  at  an 
angle  and  passes  back  beneath  the  su|>erior  rectus  to  l^e  inserted 
into  the  outer  and  posterior  part  of  the  glolje  of  the  eye,  between 
the  superior  and  external  recti  muscles.  It  is  supplied  by  the 
fourth  nerve.  Its  action  ia  to  roll  the  eyeball  inward,  and, 
because  of  its  insertion  into  the  posterior  portion  of  the  globe, 
to  draw  the  cornea  downward  and  slightly  abduct  it  (Fig.  501. 
The  inferior  oblique  arises  from  the  front  of  the  orbit  just 
external  to  the  lacrimal  sac,  passes  outward  and  backward  under 
the  inferior  rectus  muscle,  then  upward  between  the  external 
rectus  and  the  globe,  to  be  inserted  inlo  the  sclerotic  at  the 


back  of  the  eye,  posterior  to  the  equator  of  the  eyeball  between 
the  superior  and  external  recti.  It  is  supplied  by  the  third 
nerve  and  its  action  is  to  roll  the  eyeball  outward  and  draw 
the  cornea  upward  and  slightly  abdiicl  it. 

Action  of  the  Orbital  Muscles. — The  eyeball  possesses  for 
the  most  part  only  the  movement  of  rotation.  When  we  speak 
of  the  eye  moving  up  or  down,  in  or  out,  we  do  not  mean  that 
the  eyeball  has  changed  its  relative  position,  but  that  the 
cornea  is  turned  in  different  directions,  or  that  the  eyeball  has 
been  rotated  around  one  of  its  axes. 

The  recti  muscles  and  the  oblique  muBcles  are  as  groupa 
antagonistic,   the   one   (recti)    temling  to   retract,    the   other 
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oblique  drawing  the  eye  forward.  They  do  not,  however,  act 
as  isolated  groups,  since  the  eye  is  but  slightly  advanced  or 
retracted  by  muscular  action.  The  muscles  act  together  to 
maintain  the  eye  in  position  and  cause  it  to  move  only  about 
a  center  of  rotation.  Hence,  the  paralysis  of  a  single  muscle 
causes  a  certain  amount  of  derangement  of  all  the  others. 

The  ophthalmic  artery,  coming  from  the  internal  carotid, 
enters  the  orbit  through  the  optic  foramen  in  company  with 
and  external  to  the  optic  nerve.  It  goes  to  the  inner  angle  of 
the  orbit,  where  it  terminates  by  anastomosing  with  the  facial. 
In  extirpating  the  eye  or  tumors  of  the  orbit  the  several 
small  branches  are  easily  controlled. 

Branches  of  the  ophthalmic  artery  supply  the  eyeball  through 
the  short  ciliary  arteries,  the  two  long  ciliary  arteries,  and 
the  anterior  ciliary  arteries.  The  vessels  of  the  conjunctiva 
are  derived  from  the  lacrimal  and  two  palpebral  arteries. 
The  retina  is  supplied  through  the  arteria  centralis  retince, 
which  does  not  anastomose  with  the  choroidal  vessels;  hence, 
when  the  central  artery  of  the  retina  is  plugged  by  embolism, 
sudden  blindness  follows. 

The  ophthalmic  vein  anastomoses  with  the  angular  vein 
of  the  facial  and  passes  through  the  sphenoidal  fissure  to  the 
cavernous  sinus.  Thits  is  established  an  intra-  and  extracranial 
anastomosis  through  which  injections,  especiallif  of  the  face^  may 
be  carried  within  the  cranium.  Anthrax  or  erysipelas  of  the  face 
may  be  followed  by  grave  cerebral  lesions  from  a  phlebitis  of 
the  facial  vein  extending  into  the  cavernous  sinus.  The 
number  of  vessels  in  the  orbit  explains  the  vascular  tumors 
which  are  found  there,  such  as  arteriovenous  aneurvsm  between 
the  internal  carotid  artery  and  the  cavernous  sinus,  aneurysm 
of  the  ophthalmic  artery,  cirsoid  aneurysm,  or  dilatation  of  the 
ophthalmic  vein.  These  vascular  tumors  are  frequently  the 
result  of  traumatism  and  give  rise  to  pulsating  tumors  of 
the  orbit. 

The  nerves  of  the  orbit  are  the  optic  the  third,  fourth, 
ophthalmic  division  of  the  fifth,  sixth,  and  sympathetic.  The 
motor  nerves  of  the  orbit  are  the  third  (motor  oculi),  the 
fourth  (trochlear)  and  the  sixth  (abducens). 

The  optic  nerve  passes  through  the  optic  foramen  to  the  eye- 
ball, where  it  perforates  the  sclera  posteriorly,  to  be  expanded 
in  the  retina.  The  sheath  of  the  nerve  is  derived  from  the 
dura  mater  and  the  arachnoid,  and  thus  establish  a  communi- 
cation with  the  subdural  and  subarachnoid  spaces. 
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Note  that  the  two  points  at  which  the  nerve  is  constricted  1 
are  at  the  optic  foramen — just  sufficient  to  admit  its  caliber —  ■ 
and  at  its  entrance  through  the  sclera  (Fig.  51). 

This  explains  how  inflammatory  conditions  affecting  the 
nerve,  or  pressure  within  the  cranial  cavity  exerted  through 
the  spaces  about  the  nerve,  produce  a  condition  of  strangulation 
causing  a  neuritis  which  is  manifest  by  a  condition  of  choked 
disk. 

The  motor  oculi  nerve  supplies  all  the  muscles  of  the  orbit 
except   the  superior  oblique  and   external   rectus.     Through 


the  ciliary  ganglion  it  supplies  the  sphincter  muscle  of  the 
iris  and  the  ciliary  muscle  (the  muscle  of  visual  accommodation). 
Hence,  when  it  is  paralyzed  from  disease,  tumor,  fracture  of 
the  orbit,  or  penetrating  wounds,  we  may  have— 

(a)  Ptosis,  droo]iing  of  the  upper  eyelid  {paralysis  of  the 
levator  palpebral), 

(b)  External  strabismus  (unopposed  action  of  the  external 
rectus)  and  inability  to  turn  the  eyeball  up  or  ilown. 

(c)  Dilatation  of  the  pupil  (paralysis  of  the  sphincter  of  the 
pupil). 
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(d)  Loss  of  accommodation  (paralysis  of  the  ciliary  muscle). 

(e)  Slight  prominence  of  the  eyeball  (unopposed  action  of 
the  superior  oblique  and  general  lack  of  muscular  tonicity). 

The  trochlear  nerve  supplies  the  superior  oblique  muscle. 
Paralysis  of  the  nerve  causes  inability  to  roll  the  eye  inward. 

The  abducent  nerve  supplies  the  external  rectus  muscle. 
When  paralyzed  there  is  deviation  of  the  cornea  inward,  pro- 
ducing convergent  squint.  This  nerve  is  frequently  injured 
in  fractures  of  the  base  of  the  skull. 

The  sensory  nerves  are  derived  from  the  ophthalmic  division 
of  the  fifth  nerve,  which  divides,  just  before  entering  the  orbit, 
into  three  branches:  the  lacrimal,  frontal,  and  nasal. 

The  lacrimal  nerve  passes  to  the  external  wall  of  the  orbit 
and  is  distributed  to  the  lacrimal  gland,  the  conjunctiva,  and 
the  integument  of  the  upper  eyelid. 

The  frontal  nerve  divides  midway  between  the  apex  and 
base  of  the  orbit  into  the  supratrochlear  and  the  supra-orbital. 
The  supratrochlear  leaves  the  orbit  between  the  supra-orbital 
foramen  and  the  pulley  of  the  superior  oblique,  supplies 
the  integument  of  the  lower  part  of  the  forehead,  and  sends 
filaments  to  the  conjunctiva  and  skin  of  the  upper  lid.  The 
supra-orbital  leaves  the  orbit  through  the  supra-orbital  fora- 
men, gives  off  branches  to  the  upper  eyelid,  and  ascends  upon 
the  forehead  supplying  the  integument  of  the  scalp  as  far  back 
as  the  vertex  and  the  pericranium  over  the  frontal  and  parietal 
bones. 

The  nasal  nerve  runs  along  the  internal  wall  of  the  orbit, 
passes  through  the  anterior  ethmoidal  foramen,  and  passes 
down  by  the  side  of  the  crista  galli  into  the  nose.  In  its  course 
it  gives  off  branches  to  the  lacrimal  gland,  the  conjunctiva, 
skin  of  the  upper  eyelid,  the  ciliary  muscle,  iris,  cornea,  and 
the  mucous  membrane  and  the  skin  of  the  nose. 

The  ophthalmic  ganglion  is  a  small  ganglion  about  the  size 
of  a  pinhead  lying  in  the  back  part  of  the  orbit  on  the  outer 
side  of  the  ophthalmic  artery.  It  receives  three  roots:  a 
motor  root  from  the  motor  oculi,  a  sensory  root  from  the  nasal 
branch  of  the  ophthalmic,  and  a  sympathetic  root  from  the 
cavernous  plexus.  Its  branches  of  distribution  are  the  short 
ciliary  nerves  which  pierce  the  sclerotic  and  are  distributed  to 
the  ciliary  muscle,  iris,  and  cornea. 

By  a  careful  study  of  this  nerve  distribution  the  many 
reflex  sensory  and  motor  phenomena  connected  wdth  the  eye 
are  easily  understood.     Photophobia  or  intolerance  of  light  is 
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associated  with  inflammatory  affections  of  the  eye.  The  reflex 
is  sent  through  branches  of  the  fifth  to  the  facial  nerve  and 
spasm  of  the  orbicular  muscle  results. 

In  deep  inflammations  of  the  eyeball  pain  is  referred  down 
the  side  of  the  nose,  in  the  forehead,  temples,  and  teeth  of  the 
upper  jaw  associated  with  lacrimation. 

A  blow  on  the  nose  or  inhalation  of  pungent  odors  is  followed 
by  stimulation  of  the  lacrimal  secretions. 

The  eyeball  (Fig.  52)  is  situated  in  the  anterior  orbital 
compartment.  It  rests  behind  on  the  capsule  of  Tenon,  which 
forms  a  socket  in  which  it  moves  with  freedom.  In  front  are 
the  posterior  surfaces  of  the  eyelids.  The  orbital  fat  behind 
the  capsule  of  Tenon  gives  the  normal  eye  a  certain  prominence. 

In  wasting  diseases  the  dimi- 
nution of  the  orbital  fat  causes 
the  eye  to  have  a  sunken  ap- 
pearance. 

The  sclerotic  forms  the 
tough,  fibrous  external  cap- 
sule which  encloses  five-sixths 
of  the  globe  and  is  continu- 
ous in  front  with  the  cornea. 
It  gives  insertion  to  the  mus- 
cles which  move  the  eyeball. 
Posteriorly  it  is  pierced  by 
the  optic  nerve,  to  which  it 
contributes  a  covering,  anter- 
iorly by  the  anterior  ciliary 
arteries  and  veins.  The  in- 
elasticity of  the  sclera  ex- 
plains the  severe  pain  suffered  in  conditions  causing  intra- 
ocular pressure,  as  in  acute  glaucoma.  It  may  be  wounded 
by  foreign  bodies  or  ruptured  by  violent  pressure  applied  to 
the  globe.  Wounds  of  the  sclera  are  dangerous  only  when  the 
deeper  structures  are  involved,  such  as  the  ciliary  body,  the 
lens,  and  the  vitreous  humor. 

Note  that  the  weakest  point  of  the  sclera  is  at  the  point  of 
entrance  of  the  optic  nerve,  and  it  is  at  this  point  that  the 
results  of  excessive  intra-ocular  pressure  are  most  manifest, 
as  in  the  cupping  of  the  optic  disk  in  glaucoma. 

The  cornea  is  the  transparent  portion  of  the  fibrous  capsule 
of  the  eyeball.  It  forms  the  anterior  sixth  of  the  globe  and 
is    practically    the    *' window    of    the    eyeball."     The    cornea 


Fig.  62. — Structures   ok   the    Ey'eball 
(diagrammatic). 

A,  Sclerotic  coat;  B,  lens;  C,  choroid; 
D,  ciliary  body;  E,  iris;  F,  cornea;  6',  vit- 
reous body;  //,  aqueouH  chamber. 
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contains  no  blood-vessels,  but  receives  its  nutrition  from  the 
lymph  derived  from  the  blood-vessels  of  the  conjunctiva  and 
the  anterior  ciliary  vessels. 

Arcus  senilis  is  the  appearance  of  a  white,  opaque  crescent 
or  circle  at  the  periphery  of  the  cornea.  It  occurs  after  middle 
life  and  is  due  to  degenerative  changes,  the  result  of  atheroma. 
This,  however,  does  not  apparently  interfere  with  the  healing 
process  after  operative  procedures  in  this  region. 

In  inflammation  of  the  cornea  (keratitis)  and  in  ulcers, 
healing  is  followed  by  the  formation  of  cicatricial  tissue  which 
gives  rise  to  corneal  opacities. 

The  choroid  is  the  vascular  and  pigmentary  membrane  of 
the  eye.  It  invests  the  posterior  two-thirds  of  the  glol)e. 
Externally  it  is  connected  with  the  sclerotic,  internally  it  is 
attached  to  the  retina.  It  is  composed  of  a  capillary  network 
of  arteries  and  veins  and  the  connective  tissue  is  filled  with 
pigmented  cells  (Gray).  The  choroid  is  sometimes  the  seat 
of  melanotic  sarcoma  which  gradually  involves  and  finally 
destroys  the  sight,  produces  violent  pains  by  intra-ocular 
tension,  and  may  invade  the  craninl  cavity  or  the  maxillarj'' 
sinus.  It  is  the  most  frequent  site  of  pathologic  lesions  within 
the  eyeball. 

The  ciliary  body  consists  of  the  ciliaiy  muscle  and  the 
ciliary  processes.  It  is  really  a  continuation  of  the  choroid — 
joining  the  choroid  with  the  margin  of  the  iris.  It  is  the 
*^ dangerous  area'^  of  the  eye.  Wounds  in  this  region  may 
involve  the  iris,  choroid,  retina,  and  cornea,  and  inflammation 
of  the  ciliary  body  in  one  eye  may  be  followed  by  sympathetic 
ophthalmia  beginning  in  the  ciliary  body  of  the  other  eye. 

The  ciliary  muscle  is  the  muscle  of  accommodation,  and  acts 
by  pulling  on  the  ciliary  processes  and  the  suspensory  ligament 
of  the  lens,  and  thus  accommodates  the  eve  to  different  (lis- 
tances.  Deep  wounds  of  this  body  almost  always  necessitate 
enuclention  of  the  globe. 

The  iris  is  the  colored  circular  curtain  between  the  cornea 
and  the  lens.  At  its  center  is  an  opening,  the  pupil,  which 
varies  in  size  according  to  the  intensity  of  the  light.  It  is 
really  a  window  through  which  light  enters  the  interior  of  the 
eye.  When  the  light  is  strong  the  pupil  contracts,  when  it  is 
feeble  the  pupil  dilates.  The  pigment  in  the  iris  determines 
the  color  of  the  individuars  eyes.  The  iris  and  ciliary  body 
are  continuous;  hence,  inflammations  of  the  iris  are  apt  to  extend 
to  the  choroid.     As  a  result  of  iritis  adhesions  may  form  either 
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to  the  cornea  in  front  (anterior  synechia)  or  to  the  capsule  of 
the  lens  (posterior  synechia).  This  emphasizes  the  necessity 
of  immediate  dilatation  of  the  pupil  in  iritis  with  plastic  exudate. 

The  Argyll-Robertson  pupil  is  one  which  does  not  contract 
under  the  reflex  stimulation  of  light,  but  retains  its  contraction 
for  convergence  and  accommodation.  It  is  due  to  the  abolition 
of  the  pupillary  reflex  and  is  a  symptom  of  posterior  spinal 
sclerosis. 

The  retina  is  a  delicate  membrane  forming  the  inner  tunic  of 
the  eye.  Externally  it  is  in  contact  with  the  choroid,  internally 
with  the  vitreous  body.  It  is  essentially  the  nervous  mem- 
brane of  the  eye,  and  within  it  are  spread  out  the  fibers  of  the 
optic  nerve.  The  retina  depends  entirely  upon  the  central 
artery  for  its  blood  supply,  and  if  an  embolus  plug  the  artery, 
sudden  blindness  ensues. 

The  lens  is  a  biconvex  transparent  body  enclosed  in  a 
capsule  and  situated  behind  the  pupil  and  in  front  of  the 
vitreous  body.  It  is  held  in  position  by  the  zone  of  Zinn  or 
suspensory  ligament  of  the  lens,  which  is  a  thickened  portion 
of  the  capsule  extending  from  the  lens  to  the  ciliary  body. 

The  action  of  the  ciliary  muscle  varies  the  tension  of  this 
ligament  and  the  focal  distance  of  the  lens,  and  thus  accommo- 
dation is  accom])lished.  The  lens  is  the  site  of  cataract ^  a 
condition  characterized  by  opacities  of  varying  extent  caused 
by  traumatism,  senile  changes,  or  malnutrition. 

The  vitreous  body  is  a  soft,  jelly-like  substance  which  fills 
the  cavity  of  the  retina.  In  front  is  a  small  concavity  for 
the  reception  of  the  lens.  It  is  enclosed  in  a  delicate  transparent 
membrane,  the  hvaloid  membrane. 

The  aqueous  chamber  is  really  a  large  lymph  space  between 
the  cornea  and  the  lens.  It  is  divided  by  the  iris  into  an 
anterior  and  posterior  chamber,  which  communicates  through 
the  pupil.  The  external  angle  of  the  anterior  chamber  is 
called  the  filtration  angle,  and  it  is  here  that  the  excess  of 
aqueous  humor  escapes  into  the  spaces  of  Fontana  and 
thence  through  the  canal  of  Schlemm  into  the  anterior  ciliary 
veins,  thus  reducing  intra-ocular  tension  (Deaver). 

Glaucoma  is  a  disease  characterized  by  increased  intra-ocular 
tension,  causing  hardness  of  the  eyeball,  pain,  and  impairment 
of  vision.  It  is  due  to  obstruction  of  the  filtering  angle  whereby 
the  aqueous  humor  is  unable  to  make  its  exit  through  the 
canal  of  Schlemm.  The  excess  of  fluid  in  the  eyeball  causes 
increased  tension. 
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Enucleation  of  the  eye  consists  of  the  removal  of  the 
eyeball  without  opening  the  capsule  of  Tenon.  The  eyelids 
being  separated  by  a  speculum,  the  ocular  conjunctiva  is 
incised  around  the  corneal  border  and  pushed  back  over  the 
eye.  The  rectus  muscles  are  hooked  up  and  divided  at  their 
insertions.  The  eyeball  is  drawn  forward  and  the  optic  nerve 
severed  with  scissors  passed  along  the  outer  or  inner  side  of  the 
globe.  The  eye  is  drawn  out  of  the  orbit,  all  retaining  struc- 
tures are  divided,  and  the  conjunctival  wound  closed  by  suture. 

Tumors  acquire  a  peculiar  gravity  because  of  their  tendency 
to  compress  the  optic  nerve  and  the  globe  of  the  eye,  and  finally 
force  it  from  the  orbit  and  destroy  it. 

Cysts  of  the  orbit  sometimes  develop  in  the  pulley  of  the 
superior  oblique  muscle  and  from  the  orbital  portion  of  the 
lacrimal  gland. 

Lipomas  of  the  orbit,  though  rare,  present  a  soft,  non- 
reducible, nonpulsating  tumor  appearing  at  the  circumference 
of  the  orbit.  Sarcoma  and  carcinoma  may  invade  the  posterior 
part  of  the  orbit  and  necessitate  an  exenteration  of  the  orbital 
contents. 

Orbital  emphysema  may  follow  fracture  of  the  nose  involving 
the  ethmoid  cells  and  nasal  sinuses.  The  air  in  the  connective 
tissue  may  cause  protrusion  of  the  eyeball  and  may  spread 
to  the  eyelid.  The  emphysematous  collection  is  increased  by 
blowing  the  nose. 

Foreign  bodies  may  penetrate  the  orbit  and  remain  in  situ 
for  many  years.  Tillaux  reports  a  case  of  a  bullet  penetrating 
the  right  orbit,  passing  behind  the  eyeball  without  injuring 
it,  and  coming  out  of  the  left  orbit  after  destroying  the  eye 
of  that  side.  Of  interest  also  is  Furneaux  Jordan's  well-known 
case  of  a  man  employed  in  threshing  who  became  the  subject 
of  severe  ophthalmia  and  after  several  weeks  ejected  from  the 
lower  eyelid  some  pus,  in  which  was  found  a  grain  of  wheat. 

The  eyelids  are  two  movable  musculomembranous  curtains 
placed  in  front  of  the  eyeball  for  purposes  of  protection  and 
lubrication.  The  outer  surface  of  the  eyelid  is  covered  by 
skin  which  is  thin  and  freely  movable  over  the  lax  subcutaneous 
tissue.  Edematous  swellings  and  extravasations  of  blood 
readily  form  beneath  it  and  are  particularly  conspicuous. 
The  inner  surface  is  lined  with  the  conjunctival  mucous  mem- 
brane. The  interval  between  the  two  eyelids  is  the  palpebral 
fissure.  The  points  at  which  the  two  eyelids  unite  are  the 
iniemal  and  external  canthi;  at  the  inner  margin  of  the  inner 
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canthus  is  a  small  red  elevation  known  as  the  caruncula  lacry- 
malis.  At  the  free  margin  of  the  eyelids  are  the  eyelashes, 
some  modified  sweat-glands,  and  sebaceous  glands;  and  just 
behind  are  found  the  orifices  of  the  ducts  of  the  Meibomian 
glands.  The  eyelids  are  composed  of  the  following  layers: 
skin,  tarsal  cartilage,  and  conjunctiva.  The  margins  of  the 
lids  are  particularly  prone  to  inflammatory  changes.  Inflam- 
mation of  the  hair-follicles  (blepharitis)  is  a  common  affection. 
Chronic  inflammatory  changes  may  cause  contraction  of  the 
conjunctiva  and  the  lid  may  be  curled  inward  toward  the  globe 
and  produce  a  condition  of  entropion. 

Ectropion  is  an  eversion  of  the  lid  caused  either  by  a  defect 
in  the  tonicity  of  the  eyelid,  seen  in  the  aged,  or  it  is  the  result 
of  cicatrix  following  injury.  It  not  only  produces  deformity, 
but  compromises  the  eye  because  of  its  lack  of  protection. 

The  common  stiie  is  an  inflammation  of  one  of  the  sebaceous 
glands  of  the  lid. 

Meibomian  cyst  is  a  retention  cyst  of  the  Meibomian  glands. 

The  eyelids  are  richly  supplied  with  blood  from  the  palpebral 

and  lacrimal  branches  of  the  ophthalmic.     They  are  frequently 

the  seat   of  vascular   growths,   such   as 
nevi. 

The  nerves  of  the  eyelids  are  the 
supra-orbital,  the  supra-  and  infratroch- 
lear,  the  lacrimal  to  the  upper  lid,  and 
the  infra-orbital  to  the  lower  lid. 

The  Ijrmphatics  of  the  eyelids  empty 
into  the  parotid  and  submaxillary  lymph- 
glands. 
The   conjunctiva  is  the  delicate  mu- 
^      „    „  cous  membrane  lining  the  posterior  sur- 

Fkj.   53. — Reflections   of  •  i  i  la  i 

Conjunctiva.  face  of  the  eyelids  and   reflected   over 

^""'^  in?infin"or''LS.^"'''  the  anterior  portion  of  the  sclera  as  far 

as  the  cornea,  to  which  it  imparts  its 
epithelial  lining.  This  explains  corneal  invasion  of  conjunc- 
tival diseases  by  continuity  of  structure.  At  the  free  border 
of  the  lids  it  blends  with  the  integument  (Fig.  53). 

The  palpebral  portion  lining  the  lids  is  thick,  vascular,  and 
adherent;  the  bulbar  portion  over  the  eye  is  much  thinner 
and  very  loosely  attached.  Over  the  cornea  it  consists  only 
of  epithelium  and  forms  the  anterior  layer  of  the  cornea. 

Subconjunctival  hemorrhages  may  occur  from  violent 
coughing  or  vomiting,  or  they  may  appear  in  fracture  of  the 
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base  of  the  skull.  In  these  hemorrhages  the  blood  retains  the 
arterial  color  (Treves).  These  hemorrhages  are  readily 
absorbed  and  leave  no  permanent  impairment  of  the  eyeball. 

The  conjunctiva  is  particularly  exposed  to  inflammatory 
processes.  After  wounds  or  bums  adhesions  may  take  place 
in  which  the  two  lids  become  fused  together,  or  the  lid  may 
adhere  to  the  globe. 

The  lacrimal  apparatus  consists  of — 

(a)  The  lacrimal  gland  and  its  excretory  ducts. 

(6)  The  lacrimal  canals,  the  lacrimal  sac,  and  the  nasal 
duct  (Fig.  54). 

The  lacrimal  gland  is  the  organ  that  secretes  the  t«ars.  It 
is  almond-shaped  and  is  lodged  in  a  bony  depression  at  the 


superior  and  external  part  of  the  orbit.  It  is  contained  in  a 
fibrous  sac  which  separates  it  from  the  surrounding  structures 
and  renders  enucleation  possible  without  opening  the  posterior 
orbital  cavity.  It  must  be  rememtiered  that  in  the  extirpation 
of  this  gland  for  excessive  lacrimation  the  secretion  docs 
not  cease,  since  the  conjunctiva  itself  secretes  about  half  the 
total  quantity.  In  structure  the  lacrimal  gland  resembles 
a  salivarj"  gland  and  its  secretion  is  conveyed  by  six  to  twelve 
ducts  which  open  at  the  upper  cul-de-sac  of  the  conjunctiva 
near  the  external  canthus.  The  tears  are  thus  excreted  at  the 
upper  and  outer  portion  of  the  orbit,  flow  over  the  eyeball,  and 
by  the  action  of  the  eyelids  are  swept  toward  the  inner  canthus, 


no 
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where  they  are  rarried  to  the  inferior  meatus  of  the  nose  I 
accessory  liucta  which  consist  of — 

The  lacrimal  canals  (Fig.  51),  the  superior  and  inferior,! 
Burrouiul  the  hicrima!  caruncle  at  the  inner  canthus.  They  J 
lietrin  in  two  elevateii  pin-point  openings  (the  puvcta  lacri/malia)  I 
ami  unite  in  an  ampulla  which  empties  into  the  lacrimal  sac.  ' 

The  lacrimal  sac  (Fig.  54)  is  the  upper  dilated  portion  of  ' 
the  nasal  duct  which  is  lodged  in  a  deep  groove  between  tbe 
nasal  process  of  the  superior  maxillary  and  the  lacrimal  bane. 
In  front  of  the  sac  is  the  tentio  oculi,  to  which  it  is  attached 
by  a  fibrous  expansion.  Thus,  when  the  orbicularis  palpebra- 
rum contracts  iu  closing  the  eyelids,  the  tendo  oculi  is  made 


taut  and  a  vacuum  is  formed  in  the  sac,  so  that  the  tears  are 
sucked  through  the  lacrimal  canals  into  the  sac. 

The  lacrimal  sac  is  situated  just  below  the  lower  end  of  the 
frontal  sinus.  Infections  of  the  sinus  may  be  tranemitted 
to  the  sac  and  produce  a  dacryocystitis. 

The  nasal  duct  (Fig.  55)  is  a  direct  continuation  of  the 
lacrimal  sac.  It  is  three-quarters  of  an  inch  long  and  descends 
in  a  bony  groove  formed  by  the  superior  maxillary,  the  lacrimal, 
and  the  inferior  turbinated  bones.  It  opens  into  the  inferior 
meatus  through  a  slit-like  aperture — the  rcUre  of  Hasner.  The 
(Urection  of  the  duct  is  downward,  outward,  and  backward,  in 
a  line  which,  if  extended,  would  strike  the  first  molar  tooth  of 
the  lower  jaw  on  the  corresponding  side. 
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Surgical  Considerations. — The  lacrimal  gland  may  be  the 
seat  of  abscess,  or  cystic,  benign,  or  malignant  degeneration. 
The  gland  may  be  readily  removed  by  making  an  incision  just 
below  the  eyebrow  and  the  gland  with  its  capsule  extirpated 
without  invading  the  general  cavity  of  the  orbit.  Any  obstruc- 
tion of  the  lacrimal  tubes  from  foreign  body,  injury,  or  inflam- 
mation, or  a  deviation  of  the  lower  punetum  as  a  result  of 
ectropion  or  entropion  may  result  in  a  condition  of  epiphora 
or  overflow  of  tears.  The  guide  to  the  lacrimal  sac  is  the 
tendo  oculi  lying  in  front  of  the  sac,  which  can  readily  be 
felt  or  seen  when  the  eyelids  are  drawn  forward. 


CHAPTER  VIII 
THE  NOSE  AND  NASAL  CAVmES 

The  nose  forms  a  triangular  pyramid  with  its  base  behind. 
It  is  separated  from  the  face  by  the  nasogenial  grooves  and 
from  the  lips  by  the  nasolabial  groove.  These  grooves  are 
utilized  in  making  incisions  in  extirpation  of  the  superior 
maxillary  bone. 

The  skin  over  the  root  of  the  nose  and  adjacent  parts  is  thin 
and  loose,  and  can  be  utilized  in  plastic  operations  of  the  face. 
Over  the  ala>  it  is  thick,  adherent,  and  abundantly  supplied 
with  sweat  and  sebaceous  glands  which  stud  the  surface  with 
their  excretory  orifices.  The  sebaceous  material  coming  in 
contact  with  the  air  collects  the  dust  and  gives  rise  to  the 
so-called  "blackheads." 

The  sebaceous  glands  of  the  nose  are  frequently  the  site  of 
acne.  Sometimes  a  chronic  inflanmiatory  process  appears, 
leading  to  hypertrophy  of  the  skin,  capillary  network,  and 
subcutaneous  fascia,  and  produces  an  enlarged  red  nose  which 
may  attain  an  enormous  size  {acne  rosacea). 

The  skin  of  the  lower  part  of  the  nose  is  also  very  commonly 
attacked  by  lupus,  which  may  successively  destroy  all  the  cover- 
ings of  this  region. 

The  foundation  of  the  nose  is  formed  by  the  nasal  processes  of 
the  superior  maxillae,  the  nasal  bones,  and  the  nasal  spine  of 
the  frontal.  The  rest  of  the  organ  is  composed  of  two  lateral 
cartilages,  placed  on  either  side  of  the  nostril,  to  which  they 
give  contour.  When  these  cartilages  have  been  destroyed  it 
is  impossible,  by  any  operative  measures,  to  restore  the  nose 
to  its  original  form. 

Fracture  of  the  nasal  bones  usually  occurs  from  direct 
violence.  The  resulting  deformity  depends  upon  the  direction 
of  the  force.  In  addition  to  the  ordinary  signs  of  fracture  we 
may  get  epistaxis  and  subcutaneous  emphysema. 

Sometimes  the  perpendicular  plate  of  the  ethmoid  is  involved 
in  the  fracture,  in  which  case  there  may  be  a  communication 
with  the  base  of  the  cranium  and  cerebrospinal  fluid  may  flow 
from  the  nose.     Union  takes  place  after  these  fractures  with 
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greater  rapidity  than  after  fracture  of  any  other  bone  of  the 
body  (Treves). 

Syphilis  and  tuberculosis  have  a  predilection  for  the  frame- 
work of  the  nose,  frequently  destroying  the  bridge  of  the  nose 
and  giving  it  a  sunken  appearance  (saddle-nose),  which  results 
in  a  hideous  deformity. 

Deformities  of  the  nose  may  be  ameliorated  by  various 
methods  of  rhinoplasty,  such  as  taking  a  flap  of  skin  from  the 
forehead  and,  with  its  pedicle  twisted,  applying  it  to  the  root 
of  the  nose,  or  a  flap  from  the  forearm  may  be  applied  to  the 
nose  while  the  arm  is  held  in  position  till  the  flap  unites. 

The  arteries  of  the  nose  are  remarkable  for  their  number 
and  size.  The  facial  supplies  branches  to  the  sides  of  the  nose; 
the  superior  coronary  supplies  the  septum  and  alae,  and  the 
ophthalmic  sends  branches  to  the  root  and  the  dorsum. 

The  great  vascularity  of  the  tissues  causes  wounds  of  the 
nose  to  heal  rapidly  and  admiral)ly  adapts  it  for  plastic  opera- 
tions. The  veins  follow  the  course  of  the  arteries.  Those  at 
the  root  empty  into  the  ophthalmic  and  thence  into  the  cav- 
ernous sinus.  Inflammations  in  this  region,  erysipelas,  etc., 
may,  through  this  communication  of  tlie  extra-  and  intra- 
cranial circulation,  send  infected  emboli  to  the  brain. 

The  nose  is  rich  in  lymphatics  which  communicate  with  the 
parotid  and  submaxillary  glands. 

The  nerves  supplying  the  skin  of  the  nose  are  the  infra- 
trochlear  branch  of  the  nasal  to  the  integument  of  the  root  and 
the  terminal  branches  of  the  nasal,  to  the  integument  of  the  alse 
and  tip  of  nose.  The  side  of  the  nose  is  supplied  by  the  second 
division  of  the  fifth;  hence,  painful  affections  about  the  root 
of  the  nose  or  the  nostrils  are  accompanied  by  lacrimation, 
which  is  explained  by  the  intimate  connection  between  the 
nasal  nerve  and  the  lacrimal  gland. 

The  nasal  cavities  are  two  intricate  fossae  specially  adapted 
for  receiving  odors  and  warming  the  air  as  it  passes  to  the 
lungs.  They  communicate  in  front  with  the  exterior  {anterior 
nares)y  behind  with  the  pharynx  (posterior  nares).  The 
nostrils  form  a  vestibule  which  is  placed  in  front  of  the  fossae. 

Relations. — The  nasal  cavities  are  situated  below  the 
cranium,  below  and  internal  to  the  orbital  cavities,  above  the 
arch  of  the  palate,  and  between  the  maxillary  sinuses. 

The  two  cavities  represent  a  triangular  pyramid  with  the 
apex  above  and  the  base  below.  In  the  middle  is  a  partition 
(the  septum)  extending  from  the  apex  to  the  base  and  dividing 
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the  pyramid  into  two  parts,  corresponding  to  the  two  fossae. 
The  internal  surface  is  smooth  and  perpendicular,  the  external 
surface  is  irregular  and  oblique. 

The  roof  of  the  nasal  cavity  represents  the  apex  of  the 
pyramid.  It  is  very  narrow  and  extremely  thin.  It  is  formed 
by  the  cribriform  plate  perforated  by  foramina  through  which 
pass  the  branches  of  the  olfactory  nerve.  This  portion  of 
the  nose  is  difficult  to  explore.  Sharp  instruments  may  easily 
penetrate  its  fragile  wall  and  open  the  anterior  fossa  of  the 
skull.  Traction  on  a  polypus  attached  at  this  point  has  caused 
the  thin  wall  to  yield  and  open  up  a  communication  with  the 
cranial  cavity.  Tillaux  reports  the  interesting  case  of  an 
optician  who  had  a  constant  dropping  of  cerebrospinal  fluid, 
amounting  to  a  half  pint  a  day,  which  appeared  after  the 
removal  of  a  polypus  attached  to  the  nasal  roof.  The  position 
of  the  head  influenced  the  flow.  If  it  was  lowered  the  flow  was 
incessant,  if  thrown  back,  it  stopped  entirely.  The  patient 
was  observed  for  a  year  and  the  flow  continued  unabated. 
Cases  of  meningocele  protruding  through  the  nasal  roof  have 
been  mistaken  for  polypus. 

The  floor  of  the  nasal  cavity  represents  the  largest  part  of 
the  fossa  and  is  situated  above  the  level  of  the  anterior  nares. 
Its  width  is  about  a  half  inch.  It  forms  the  superior  surface  of 
the  vault  of  the  palate  and  slopes  gradually  from  before  back- 
ward. 

The  septum  forms  a  median  vertical  partition  between  the 
two  fossae.  It  is  composed  of  the  perpendicular  plate  of  the 
ethmoid,  the  vomer,  and  the  septal  cartilage.  It  is  thin  and 
covered  by  mucous  membrane  which  is  not  very  adherent. 
It  is  subject  to  deviations,  in  fact  it  is  rare  to  find  the  septum 
perfectly  straight  in  adults.  When  the  deviation  is  pronounced, 
it  may  obstruct  the  nostril  and  may  be  mistaken  for  nasal 
tumor,  polypus,  etc.,  and  when  sufficient  to  cause  obstruction 
operative  means  may  be  employed  for  its  correction. 

The  outer  wall  is  characterized  by  prominences,  depres- 
sions, and  orifices. 

There  are  three  bony  prominences  which  dip  down  from  the 
outer  wall  into  the  nasal  cavity — the  superior,  middle,  and 
inferior  turbinated  hones  (Fig.  56).  The  superior  turbinated 
forms  a  very  slight  relief,  the  middle  is  more  prominent,  and 
the  inferior  the  most  voluminous  of  the  three.  They  all  pre- 
sent similar  dispositions.  They  are  directed  downward  and 
inward  and  curve  outward  at  their  free  border. 


THE  NOSE  AND  NASAL  CAVITIES 


115 


The  superior  and  middle  turbinated  bones  come  from  the 
ethmoid.  The  inferior  is  a  special  bone.  The  recesses  between 
the  turbinai  bones  and  the  outer  wall  are  called  the  meatus 
and  contain  the  orifices  of  the  accessory  sinuses  (Fig.  57). 


The  superior  meatus,  situated  Ijetween  the  middle  and 
superior  turbinals,  contains  the  i)]rening  into  the  sphenoidal 
sinus  and  the  opening  of  the  posterior  ethmoidal  cells. 


The  middle  meatus,  between  the  middle  and  inferior  tur- 
binals,  presents  at  its  upper  and  anterior  part  a  deep  groove, 
the  inlundibvlum  into  which  opens  the  communication  from 
the  frontal  sinus  (Fig.  58,  A),     It  also  contains  the  openings 
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from  the  maxilUry  sinus  (Fig.  58,  B)  and  the  anterior  ethmoidal 
cells. 

The  inferior  meatus,  between  the  inferior  turbinal  and  the 
floor  of  the  nose,  is  the  largest  of  the  three.  It  contains  the 
inferior  orifice  of  the  nasal  duct,  about  |  inch  above  the  nasa) 
floor  (Fig.  58,  C). 

In  examining  the  nasal  fossse  it  is  well  to  remember — 

(a)  That  tlie  plane  of  the  nostril  is  below  that  of  the  floor  of 
the  nares;  hence,  the  head  should  be  carried  backward  and  the 
nose  drawn  upward. 

(b)  The  greatest  diameter  of  the  anterior  nares  is  the  verticai 
tlianietcr.  The  nasal  spe<:ulum  should,  therefore,  be  opened 
in  a  vertical  direction. 

(r)   The  anterior  extremity  of  the  middle  turbinal  is  directed 
upward,  that  of  the  inferior  turbinal  downward;  hence,  the 
.    middle  meatus  is  verj-  large  and 
open  in  front.     Again,  the  in- 
ferior meatus   is    but    slightly- 
raised  above  the  floor   of   the 
njisal  fossa,  so  that    in    intro- 
ducing instruments,  therefore, 
it  is  much  easier  to  get  into  the 
middle  meatus.    In  order  to  get 
into  the  inferior  meatus  it  is 
necessarj'  to  keep  the  point  of 
the  instrument  well  toward  the 
floor  iif  the  nasal  fossa. 
A^u  [n>li,iiiii  ivrbi^itkii  iioNE^         ((/]  TliB  posterior  orifices  of 
the  nasal  fossffi  are  in  the  form 
of  :in  ellipse  with  the  gi-e;Uesl  diameter  in  the  vertical  direction 
(2.5  cm.).     They  arc  .•separated  by  the  posterior  margin  of  the 
vomer  and  limited  externally  liy  the  internal  pterj-goid  process. 
The  shai)e  ;ind  size  of  these  apertures  are  important  in  tam- 
poning llie  posterior  nares  in  cases  of  epistaxis. 

The  mucous  membrane  of  the  nose  is  continuous  with  all 
t!ic  cavitie.-!  cduiiiiunicaling  with  it.  The  superior  or  olfactorj' 
portion  is  thin  and  les.-;  resistant.  It  [-overs  the  cribriform  plate 
Iif  the  etliinoid  and  c<mtains  the  terminal  endings  of  the  olfac- 
tory nerves. 

The  respiratory  portion  is  thicker  and  more  vascular;  it 
forms  a  sort  of  loose  cushion  coveniig  the  parts,  and  these  pads 
of  mucous  membrane  have  been  niLstaken  for  polypi. 

The  mucous  membrane  is  attached  to  the  periosteum  by  a 
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deep  fibrous  layer.  Its  glands  are  in  clusters,  very  abundant, 
and  disseminated  over  the  lower  and  posterior  parts  of  the 
outer  wall  and  the  free  border  of  the  turbinated  bones. 

These  glands  may  become  hypertrophied  and  in  cases  of 
coryza  give  rise  to  a  copious  watery  secretion.  In  the  ordinary 
"cold  in  the  head,''  the  obstruction  in  the  nose  is  due  to  the 
swelling  of  the  mucous  membrane  covering  the  inferior  tur- 
binals.  This  congestive  swelling  is  accounted  for  by  the  rich 
venous  plexus  which  lies  beneath  the  mucous  membrane. 

Polypi  have  a  predilection  for  the  nasal  fossae.  They  may 
be  (a)  myxomatous,  springing  from  the  mucous  membrane, 
usually  of  the  middle  or  inferior  turbinals.  They  may  block 
the  nostrils  and  obstruct  respiration.  They  may  press  outward, 
widen  the  nose,  and  project  through  the  anterior  or  posterior 
nares. 

(6)  Fibrous  or  sarcomatous  polypi  arising  from  the  perios- 
teum of  the  nasal  roof;  they  grow  in  all  directions,  invading  the 
orbit,  the  cranial  cavity,  the  maxillary  sinus,  and  the  pharynx. 
Obstruction  of  the  nasal  duct,  causing  epiphora,  may  be  an  early 
symptom. 

The  blood  supply  is  derived  principally  from  the  internal 
maxillary,  the  ophthalmic,  and  facial  arteries. 

The  veins  accompany  the  arteries  and  form  a  rich  network 
beneath  the  mucous  membrane  of  the  middle  and  inferior  tur- 
binals. This  is  so  pronounced  over  the  inferior  turbinal  that 
the  mucous  membrane  here  is  referred  to  as  "the  erectile 
body." 

The  ethmoidal  veins  empty  into  the  superior  longitudinal 
sinus,  the  nasal  vein  through  the  ophthalmic  into  the  cavernous 
sinus.  This  communication  between  the  extra-  and  intracranial 
circulation  explains  the  relief  from  violent  headache  after  nose- 
bleed; and,  again,  infectious  processes  in  the  nose  may  thus  be 
carried  into  the  cranium. 

Epistaxis. — Bleeding  from  the  nose  is  a  frequent  occurrence 
and  may  sometimes  assume  serious  proportions.  It  may  be  the 
result  of  fracture  of  the  base  of  the  skull  (anterior  fossa)  or  it 
may  be  due  to  engorged  capillaries  or  to  the  ulceration  of  an 
artery. 

Treatment. — Pressure  on  the  upper  lip  to  occlude  the  artery 
of  the  septum  or  by  raising  the  arms  to  increase  the  expansion 
of  the  chest  and  lessen  the  pressure  in  the  veins.  Cold  applied 
to  the  back  of  the  neck  stimulates  the  vasomotor  center.  If 
the  bleeding  be  profuse  and  prolonged  it  will  be  necessary  to 
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plug  the  anterior  and  posterior  nares  with  cotton  or  g:auze.  Tutl 
every  case  the  patient  should  maintain  the  erect  position;  the  I 
head  should  not  Ije  allowed  to  hang  over  a  basin,  as  this  attitude  J 
L'ompresses  the  jugular  veins  and  increases  the  venous  engorge-  j 
ment. 

The  lymphatics  of  the  na.sal  fossae  go  to  the  submaxillary  \ 
and  parotid  glands. 

The  nerve  supplj^  is  the  nerves  of  special  sense  (olfactorj')  I 
distributed  to  the  roof  and  the  inner  and  outer  walls  near  the  ' 
roof,  and  branches  from  the  first  and  second  divisions  of  the 
fifth.     The    inhalation    of   strong   irritants    causes    excessive 


lacrimiiUon  liecause  of  the  nasal  nerve  rommunicating  with 
the  ophthalmic,  and,  conversely,  strong  sunlight  on  the  eyes 
will  produce  an  attack  of  sneezing. 

The  accessory  sinuses' of  the  nose  (Fig.  59)  are: 

(a)  The  frontal  sinuses. 

{b)  The  maxillary  sinuses  (antrum  of  Highmore). 

(c)   The  sphenoidal  sinuses, 

(dl  The  ethmoidal  cells. 

The  frontal  sinuses  (Fig.  6(1)  are  cavities  situated  in  the 
anterior  and  lower  part  of  the  frontal  Iwne.  They  are  above 
and  external  to  the  nasal  cavities  and  above  and  internal  to  the 
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orbital  cavities.  They  may  be  considered  osseous  cells  of  the 
diploe  considerably  enlarged,  limited  in  front  by  the  external 
table  and  behind  by  the  internal  table. 

The  frontal  sinuses  do  not  exist  at  birth,  but  begin  to  grow 
at  puberty  and  reach  their  development  by  the  twentieth  year. 
The  two  sinuses  are  separated  by  a  bony  septum  which  thins 
out  as  the  sinuses  grow  and  sometimes  disappears  by  absorp- 
tion. The  septum  also  deviates  to  the  right  or  left,  so  that 
one  sinus  is  always  larger  than  its  fellow.  Bouyer  observes 
that  the  more  developed  the  frontal  sinuses,  the  less  are  the 
sphenoidal,  and  vice  versa. 


The  frontal  sinuses  communicate  with  the  middle  meatus  of 
the  nose.  The  outlet  is  found  in  the  highest  part  of  the  infun- 
dibulum,  lying  beneath  the  middle  turbinal. 

The  lining  mucous  membrane  is  continuous  with  that  of  the 
nose  and  contains  some  small  glands  and  a  few  nerve  filaments. 
The  dimensions  of  the  frontal  sinus,  according  to  Taylor,  are: 
height,  1}  inches;  breadth,  1  inch;  depth,  j  inch. 

Fracture  over  the  frontal  sinus  may  be  depressed  without 
injuring  the  cranial  contents.  These  fractures  may  be  asso- 
ciated with  emphysema  of  the  surrounding  tissues  due  to  the 
communication  with  the  nose.     Living   bodies  such  as  larve 
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may  lodge  within  ihe  froDtal  sinus  and  gi%'e  rise  to  s>inpi^^^^ 
of  gmt  intenaty. 

Inflatmnaliop  oi  ibe  mucous  lining  of  iLe  frontal  sinuses 
nuf  be  gerwidan'  to  inflanuuation  nithin  the  nose.  When 
pus  forms  vithio  these  sinuses  it  may  drain  into  the  nasal 
lassA.  Of  if  the  communication  with  the  nose  is  blocked  by 
swelling  of  the  lioing  membrane  it  gives  rise  to  grave  com- 
plications by  destrD>'ing  the  internal  table  and  infecting  the 
crania!  contents,  or  it  may  perforate  the  wall  of  the  orbit  and 
produce  gTa\'e  s^-Inptomi'  in  the  e>~e. 


Fig.  81. — AxTRCU  or  HiGttuoBE  *hd  Sfuice  Locj 


When  pus  is  diagnosed  in  the  frontal  sinus  the  sinus  should 
be  o))ene(l  by  trephining  over  the  inner  portion  of  the  supra- 
orbital margin. 

The  maxillary  sinus  (antnim  of  Highmore)  (Fig.  61)  is  a 
pyramidal  cavity  in  the  interior  of  the  superior  maxilla.  It 
is  bounded  aliove  by  the  inferior  wall  of  the  orbit,  which  is 
traversed  by  a  canal  occupied  by  the  infra-orbital  nerve,  below 
by  the  alveolar  arch  which  carries  the  molar  teeth,  in  front 
by  the  facia!  surface  of  the  superior  maxilla,  Iwhind  by  Ihe 
zygomatic  surface  of  the  superior  mjixilla,  internally  by  the 
thin  outer  wall  of  the  nasal  fossa. 

The  base  of  the  pyramid  is  directed  toward  the  nose,  the 
apex  toward  the  malar  process  of  the  superior  maxilla.     This 
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sinus  exists  from  birth,  it  enlarges  at  puberty,  and  continues  to 
grow  until  adult  life,  acquinng  its  maximum  development  in 
the  aged. 

It  is  lined  with  mucous  membrane  continuous  with  that  of 
the  nose.  The  floor  of  the  antrum  is  frequently  the  site  of 
projections  formed  by  the  alveolar  processes  of  the  molar 
teeth,  especially  the  first  and  second.  Hence,  caries  of  the 
molar  teeth  may  be  the  cause  of  an  infective  process  in  the 
antrum.  The  antrum  is  also  easily  opened  through  the  alveolar 
processes  of  the  first  and  second  upper  molars. 


The  orifice  of  the  antrum  {sometimes  double)  opens  into  the 
infundibulum  of  the  middle  meatus  of  the  nose,  the  greater 
part  of  the  sinus  being  below  the  orifice.  Hence,  fluids  necessarily 
accumulate  in  the  antrum,  the  orifice  being  so  situated  that 
it  can  only  drain  oflf  the  overflow  (Fig.  62), 

The  maxillary  sinus  is  more  frequently  the  site  of  suppurative 
processes  than  any  of  the  other  accessory  sinuses  of  the  nose, 
infection  taking  place — 

(a)  Through  the  upper  molar  alveoli. 
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(b)  By  way  of  the  nose,  primarily,  or  secondarily,  by  dis- 
charges from  the  frontal  sinus  flowing  into  the  infundibulum 
and  invading  the  orifice  of  the  antrum.  When  pus  collects 
within  the  antrum  there  is  no  natural  drainage.  The  normal 
opening  of  the  antrum  simply  carries  away  the  overflow;  hence, 
these  processes  run  a  chronic  course,  and  if  the  normal  outlet 
becomes  blocked  the  accumulation  of  pus  may  give  rise  to 
severe  neuralgia  (infra-orbital)  or  it  may  invade  the  orbit, 
the  ethmoid  cells,  or  open  externally. 

Methods  of  Opening  the  Antriim. — (a)  Through  the 
alveolar  processes  of  the  first  and  second  molars  (Fig.  62). 

(b)  Through  the  anterior  wall  of  the  antrum,  on  a  level  with 
the  canine  fossa. 

(c)  From  the  inferior  meatus,  through  the  external  wall  of 
the  nasal  fossa. 

The  simplest  method  is  to  extract  the  first  molar  tooth  and 
penetrate  the  cavity  through  the  alveolar  process,  directing 
the  drill  upward  and  iuwarcl.  This  opening  is  well  adapted 
for  drainage,  since  it  is  located  in  the  most  dependent  portion 
of  the  cavity. 

Ttunors  of  the  antrum  may  be  either  malignant  or  benign. 
The  malignant  tumors  grow  rapidly,  and  by  pressure  upon  the 
walls  of  the  antrum  they  may  advance  upward,  pushing  forward 
and  disorganizing  the  eyeball ;  growing  downward  they  involve 
the  palate  and  loosen  the  teeth;  inward  they  obstruct  the 
nostril,  and  backward  they  invade  the  pharynx.  The  treat- 
ment of  malignant  growths  of  the  antrum  is  excision  of  the 
superior  maxilla. 

The  Ethmoidal  Sinuses  or  Cells  (see  Fig.  61). — The  lateral 
masses  of  the  ethmoid  bone  contain  the  anterior  and  posterior 
ethmoidal  sinuses.  The  anterior  cells  open  directly  into  the 
middle  meatus  of  the  nose;  the  posterior  cells  open  into  the 
superior  meatus  of  the  nose.  The  cells  are  lined  with  mucous 
membrane  continuous  with  that  of  the  nasal  cavity. 

Like  the  other  accessor}'^  sinuses,  the  ethmoidal  cells  may  be 
the  site  of  inflammatory  processes  originating  in  the  cells 
or  they  may  be  secondarily  infected  from  the  frontal  and 
maxillary  sinuses  through  the  proximity  of  the  orifices  in  the 
middle  meatus. 

Inflammation  in  the  ethmoid  cells  may  extend  into  the  orbit 
or  into  the  cranial  cavity.  Taylor  observes  that  a  feature 
of  ethmoidal  inflammation  is  the  frequency  with  which  it  is 
associated  with  intranasal  polypi. 
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The  sphenoidal  sinuses  are  situated  in  the  body  of  the 
sphenoid  bone  which  projects  below  into  the  superior  wall  of 
the  nasal  fossa.  They  are  two  in  number,  separated  by  a 
vertical  septum.  They  do  not  exist  at  birth,  but  appear  about 
the  twentieth  year.  They  are  lined  with  mucous  membrane 
continuous  with  that  of  the  nose,  and  their  orifices  are  situated 
behind  the  posterior  extremity  of  the  superior  turbinated  bone 
at  a  higher  level  than  the  body  of  the  sinus,  the  direction  of 
the  drainage  being  similar  to  that  of  the  maxillary  sinus.  They 
may  be  the  site  of  inflammatory  trouble  and  malignant  or 
benign  growths. 

The  r61e  of  the  sinus  is  considered  purely  a  mechanical  one. 
They  appear  at  the  age  of  puberty  at  a  time  when  the  face 
increases  in  volume,  and  they  provide  an  increase  of  surface 
without  -augmenting  the  weight. 


CHAPTER  IX 
THE  MOUTH.  TONGUE,  AND  PHARYNX 

The  mouth  is  the  cavity  at  the  beginning  of  the  alimentary 
canal  in  which  the  food  is  prepared  by  mastication  and  insaliva- 
tioii  for  further  elaboration  in  the  stomach. 

It  consists  of  two  parts — 

(n)  The  vestibule  (Fig.  Kl  -4) — the  space  in  front  of  the 
teeth,  when  the  jaws  are  I'losed,  Iwunded  by  the  lips,  cheek, 


and  alveolar  arches.  About  the  circumference  of  this  space 
are  formed  the  superior  and  inferior  cul-de-sacs  by  the  reflection 
of  the  muco\iB  membrane  of  the  lips  and  cheek  on  the  upper 
and  lower  alveolar  arches. 

Alveolar  abscesses  always  appear  in  the  circumference  of 
the  vestibule. 
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Stenson's  duct  opens  in  the  external  wall  of  the  vestibule 
opposite  the  second  molar  tooth  of  the  upper  jaw. 

The  vestibule  communicates  with  the  buccal  cavity  through 
the  space  behind  the  third  molar  tooth,  which  space  may  be 
utilized  in  lockjaw  for  feeding  the  patient. 

The  coronoid  process  of  the  lower  jaw  is  external  to  the 
dental  arch  and  its  anterior  border  may  be  felt  in  the  vestibule. 
When  dislocated  it  is  specially  prominent,  and  its  appreciation 
is  an  aid  in  establishing  a  diagnosis  of  unilateral  or  bilateral 
dislocation. 

(6)  The  cavity  of  the  mouth  proper  (Fig.  63  jB),  situated 
behind  the  teeth  and  limited  in  front  and  on  the  sides  by  the 
alveolar  arches;  the  roof  is  formed  by  the  hard  and  soft  palate; 
the  floor  is  formed  by  the  tongue  and  its  reflections  of  mucous 
membrane  to  the  gum  of  the  lower  jaw.  It  communicates 
behind  with  the  pharj'nx  through  the  isthmus  of  the  fauces. 

The  lips  are  two  fleshy  folds  which  circumscrilDe  the  mouth 
and  close  the  buccal  cavity  in  front.  At  the  sides  they  unite 
and  form  the  commissures.  The  internal  surface  is  covered  by 
mucous  membrane,  the  external  surface  by  the  integument, 
and  between  the  two  are  found  the  orbicularis  muscle,  the 
coronary  vessels,  nerves,  and  labial  glands. 

The  skin  of  the  lips  is  thick  and  adherent  to  the  subjacent 
muscular  layer.  It  contains  hair-follicles  and  sebaceous  glands 
and  is  frequently  the  site  of  furuncle,  anthrax,  and  s^'philitic 
ulceration.  The  lower  lip  is  a  favorite  site  for  epithelioma. 
The  lips  are  exceedingly  vascular  and  nevi  occur  in  this  region 
with  great  frequency. 

The  orbicularis  oris  muscle  is  the  sphincter  muscle  of  the 
mouth  continuous  at  the  angles  with  the  buccinator  and  the 
muscles  of  expression.  It  gives  extreme  mobility  to  the 
mouth.  The  general  direction  of  its  fiters  is  circular  and 
in  vertical  incisions  it  causes  separation  of  the  wound  edges. 

The  labial  glands  are  situated  between  the  mucous  and 
muscular  layer  and  are  embedded  in  loose  connective  tissue. 
Their  ducts  open  upon  the  mucous  membrane.  They  may  \ye 
the  site  of  abscess  or  they  may  hypertrophy  to  such  an  extent 
as  to  require  excision.  When  the  ducts  of  the  glands  become 
occluded  they  give  rise  to  mucous  cysts  of  the  lips.  Congen- 
ital fistulae  on  the  inner  surface  of  the  lip  originate  in  cvsts  of 
this  region. 

The  arteries,  the  inferior  and  superior  coronary,  are  branches 
of  the  facial  and  anastomose  in  the  median  line. 
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They  are  situated  between  the  muscle  and  the  mucous 
membrane  and  nearer  the  free  than  the  attached  border  of 
the  lips.  In  vertical  incision  of  the  lip  hemorrhage  from  the 
coronary  arteries  is  easily  controlled  by  slight  compression 
and  rarely  needs  a  ligature. 

The  veins  accompany  the  arteries  and  flow  into  the  facial 
vein.  It  wiU  thus  be  seen  that  there  is  a  communication 
between  the  lips  and  the  intracranial  circulation  which  has 
an  important  pathologic  bearing  in  labial  abscess  and  anthrax. 

The  lymphatics  are  drained  by  the  submental  and  sub- 
maxillary glands  anil  are  found  enlarged  in  cancer. 

The  nerves  are  motor  branches  from  the  facial  and  sensory 
branches  from  the  infra-orbital  nerve  to  the  upper  lip,  and 
from  the  mental  to  the  lower  lip. 

The  lips  are  very  mobile,  elastic,  and  vascular,  and  permit 
extensive  plastic  operations  to  be  performed  with  success. 


Hare-lip  is  a  cleft  of  the  lip  due  to  arrest  of  development. 
The  lower  lip  develops  from  two  centei-s  which  fuse  in  the 
median  line  and  a  congenital  fissure  of  the  lower  lip  rarely 
occurs.  The  upper  lip  develops  from  three  centers:  a  median, 
represente<l  by  the  frontonasal  proces.s,  and  the  two  lateral, 
corresponding  to  the  superior  maxillary  processes.  When 
these  processes  fail  to  unite  on  one  or  both  sides  of  the  fronto- 
nasal process,  there  results  a  unilateral  or  liilateral  (single  or 
doublol  harelip  (Fig.  04).  Note,  therefore,  that  hare-lip  is  a 
hileral  clefl,  no)  a  median  one.  The  deformity  may  consist 
only  of  a  notch  in  the  upper  li])  or  it  may  extend  up  into  the 
nostril  and  be  as.sociated  witli  a  cleft  palate.  It  is  more 
common  on  the  left  side. 

In  double  hare-lip  the  median  portion  of  the  lip  may  be 
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attached  with  the  intermaxillary  bone  to  the  projecting  nasal 
septum  (persistent  fetal  type),  since  the  intermaxillary  bone, 
the  nasal  septum,  and  the  median  portion  of  the  lip  are  devel- 
oped from  the  same  center. 

The  intermaxillary  bone  contains  the  germs  of  the  incisor 
teeth;  the  cleft  in  hare-lip,  therefore,  corresponds  to  the  inter- 
val between  the  lateral  incisors  and  the  canine  teeth. 

The  treatment  of  hare-lip  by  plastic  operation  is  attended 
with  satisfactor}'  results.  The  projecting  intermaxillary  bone 
may  be  an  obstacle  to  satisfactory  union  of  the  soft  parts,  but 
it  should  not  be  removed,  since  it  contains  the  germs  of  the 
incisor  teeth  and  is  an  indispensable  factor  in  obtaining  a  sat- 
isfactory cosmetic  result.  If  the  projecting  bone  cannot  be 
sufficiently  reduced  by  forcibly  crowding  it  back,  a  portion  of 
the  vomer  which  prevents  reduction  may  be  excised.  When 
there  is  a  cleft  palate  complicating  hare-lip,  it  is  wise  to  close 
the  labial  cleft  first,  as  this  procedure  has  the  effect  of  nar- 
rowing the  palatal  cleft. 

The  g^ms  consist  of  a  fibrous  layer  of  tissue  closely  surround- 
ing the  neck  and  penetrating  the  interstices  of  the  teeth,  and 
connected  with  the  alveolar  periosteum.  It  is  covered  with 
mucous  membrane  which,  although  quite  vascular,  is  paler 
than  the  surrounding  buccal  mucosa  and  possesses  only  a  slight 
degree  of  sensibility. 

At  the  level  of  the  neck  of  the  tooth  the  periosteum  is  pro- 
longed into  the  alveolus  and  constitutes  the  alveolar  periosteum 
of  the  tooth. 

When  caries  attacks  a  tooth,  infection  may  spread  and  give 
rise  to  a  subperiosteal  abscess  or  gum-boil.  Because  of  the 
dense  membrane  under  which  the  pus  forms,  intense  pain  is 
suffered  until  the  pus  is  evacuated  either  spontaneously  or 
by  incision.  These  seemingly  slight  alveolar  infections  may 
be  followed  by  necrosis  or  a  fistulous  tract  opening  on  the  cheek. 
In  the  upper  jaw  the  inflammation  may  extend  into  the  antrum 
and  produce  an  empyema. 

In  mercurial  poisoning  manifested  by  excessive  secretion  of 
saliva  (ptyalism)  there  is  a  spongy  and  congested  condition  of 
the  gums  which  causes  them  to  ulcerate  and  bleed  easily. 

Lead-poisoning  manifests  itself  in  the  gums  by  the  formation 
of  a  blue  line  of  sulphid  of  lead  along  their  margins,  caused  by 
the  decomposition  of  organic  material  about  the  teeth. 

Epulis  is  a  term  applied  to  a  class  of  tumors  which  are  con- 
nected with  the  gums.     It  may  be  a  simple  hypertrophy  of  the 
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fibrous  tissue  of  the  gum  (fibrous  epulis)  or  it  may  spring  from 
the  periosteum  and  become  sarcomatous  (malignant  epulis). 

Fixation  of  the  Teeth. — 1.  By  means  of  the  alveoli  in  the 
jaws  which  form  sockets  for  the  teeth. 

2.  The  alveolar  periosteum  is  continuous  with  the  fibrous 
layer  of  the  gum  which,  after  closely  investing  the  neck  of  the 
tooth,  is  prolonged  into  the  alveolus  between  the  root  and  the 
alveolar  wall  lining  the  entire  surface  of  the  root,  and  at  the 
bottom  of  the  alveolus  is  continuous  with  the  sheath  of  the 
vessels  and  nerves  which  enter  the  root. 

This  periosteal  investment  is  thick  in  infancy,  diminishes  in 
adult  life,  and  l)ecomes  imperceptible  in  the  a^d. 

Rr-impla?itation. — A  tooth  which  has  l^een  completely  sep- 
arated from  its  alveolus  may  be  reinserted  and  become  solidly 
fixed,  but  never  regains  its  sensibility. 

Trath'iplafitation. — Teeth  have  l^een  successfully  transplanted 
from  one  patient  to  another.  The  apparent  difficulties  attend- 
ing this  procedure  and  the  resources  of  modern  dentistry  render 
tills  operation  of  little  practical  value. 

Pyorrhea  alveolaris  (Riga's  disease)  is  a  purulent  inflam- 
mation of  the  dental  periosteum  which,  unchecked,  leads  to 
necrosis  of  the  alveoli  and  loosening  of  the  teeth. 

While  the  extraction  of  a  tooth  is  ordinarily  a  simple  pro- 
cedure, it  is  well  to  renieni])er  that  in  exceptional  cases  hem- 
orrhage is  severe,  and  in  hemophiliacs  it  has  been  attended 
with  fatal  results. 

The  teeth  ai)pear  at  two  periods  of  dentition.  The  result 
of  the  first  dentition  is  the  twenty  temporarjf  teeth  (four  incisors, 
two  canine,  and  four  molars  in  each  jaw). 

The  result  of  the  second  dentition  is  the  thirty-two  permanent 
teeth  (four  incisors,  two  canines,  four  bicuspids,  and  six  molar 
teeth  in  each  jaw)  (Fig.  65). 

Remember  that — 

i(0  The  first  of  the  temporary  teeth  appear  in  the  seventh 
month  and  the  first  of  the  permanent  teeth  in  the  seventh 
year. 

Q))  The  lower  teeth  appear  before  the  upper,  the  median 
incisors  a])pearing  first. 

ie)  The  iirst  dentition  is  complete  at  the  end  of  two  and 
a  half  years. 

id)  In  the  .second  dentition  the  first  molars  (six-year  molars) 
are  the  first  to  appear.  The  second  molars  (twelfth-year 
molars)  appear  from  the  twelfth  to  the  fifteenth  year  and  the 
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third  molars  (wiadom  teeth)  appear  from  the  twentieth  to  the 
thirtieth  year.  The  eruption  of  the  wisdom  teeth  ia  often 
attended  with  trismus  of  the  jaw  and  abscess.  Failure  of  these 
teeth  to  erupt  may  be  the  cause  of  cyst  of  the  jaw. 

(e)  The  evidence  of  hereditary  syphilis  is  seen  in  the  per- 
manent teeth,  "Hutchinson  teeth."  Their  characteristics  are 
their  uneven  arrangement  and  the  erescentic  notch  in  the 
cutting  edge,  especially  marked  in  the  upper  centra!  incisors. 


bicuipid;  F,  fimt 

The  tongue  (Fig.  66)  occupies  the  floor  of  the  mouth,  and 
is  composed  of  a  mass  of  intrinsic  and  extrinsic  muscles  covered 
by  mucous  membrane.  Its  function  is  complex.  Not  only  is 
it  the  organ  of  the  special  sense  of  taste,  but  it  assists,  by  its 
great  mobility,  in  mastication  and  deglutition  and  is  an  impor- 
tant factor  in  the  production  of  articulate  speech. 

There  exists  between  the  muscular  filjers  very  little  con- 
nective tissue  and  a  small  quantity  of  fat,  so  that  abscess  of  the 
tongue  is  rare.  When  it  does  occur,  it  is  characterized  by 
a  hard  and  prominent  swelling,  which  may  l>e  mistaken  for 
a  solid  tumor  due  to  the  close  texture  of  the  tongue  and  the 
thickness  of  the  mucosa. 

Glossitis  (cellulitis  of  the  tongue),  although  uncommon, 
sometimes  occurs,  and  the  swelling  may  be  so  inten.se  as  to  fill 
the  pharynx  and  provoke  asphyxia. 

The  tongue  is  attached  to  the  os  hyoides  by  the  hyoglossus 
muscle,  to  the  styloid  proce.'is  by  the  styloglossus  muscle,  and  to 
the  lower  jaw  by  the  genioglossus  muscle  and  the  mucous  mem- 
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brane  reflected  on  the  alveolar  arches.  It  is  also  connected  wid 
the  epiglottis  and  soft  palate.  It  will  be  oiwerved  that  ' 
tongue  is  movetl  about  or  held  in  place  by  its  extrinsic  muscles;  J 
hence,  when  during  anesthesia  these  muscles  l>econie  panUyzed,! 
the  tongue  may  fall  back  and  obstruct  the  breathing  by  closingfl 
the  larynx.  Such  an  accident  is  overcome  either  by  placing  the  | 
fingers  behind  the  angle  of  the  jaw  and  pulling  it  forward  sxfM 
that  the  genioglossus  muscle  may  pull  the  tongue  away  from  I 
the  pharyngeal  air-passage,  by  grasping  the  tongue  with  J 
tongue-forceps  and  pulling  it  forward,  or  by  anchoring  it  witi 


A.  PapllUe   (fUDsih 


a  silk  suture  passed  through  its  center.  Likewise,  in  excision 
of  the  middle  portion  of  the  inferior  maxilla,  where  the  genio- 
glossus  muscle  is  divided  the  tongue  may  suddenly  fall  back 
and  cause  asphyxia.  After  the  completion  of  such  an  opera- 
tion the  patient  should  be  watched  for  some  hours  and  the 
tongue  anchored  by  a  silk  .suture  a-s  a  precautionary  measure. 

When  the  tongue  is  rai.sed  from  the  floor  of  the  mouth  there 
is  observed  a  median  fold  of  mucosa,  the  jrenum  (Fig.  67), 
which  passes  from  the  inferior  surface  of  the  tongue  to  the  body 
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of  the  lower  jaw.  Oceasionally  this  fold  of  mucosa  may  extend 
to  the  tip  or  be  abnormally  short,  and  thus  produce  a  coaditioQ 
of  "longue-lie"  which  may  prevent  the  infant  from  properly 
nursing  or  later  on  interfere  with  articulation.  This  condition 
is  easily  remedied  by  section  of  the  obstructing  band  of  tissue. 
On  each  side  of  the  freniim  are  the  prominent  ranine  veins 
(Fig.  67  D)  which  give  the  mucosa  a  bluish  tinge;  and  further 
down  on  each  side,  near  the  dental  arch,  is  an  elliptic  promi- 
nence which  marks  the  site  of  the  sublingiial  glands  (Fig.  67  C). 
lis  excretory  ducts  (ducts  of  Rivinus).  eight  to  twenty,  open 
separately  into  Uic  mouth  upon  an  elevated  crest  of  mucous 


I.  Pnnum:  B,  Vihant. 


membrane  situated  on  either  side  of  the  frenum,  posterior  to 
Wharton's  duct. 

Wharton's  duct  occupies  the  floor  of  the  mouth,  passing 
between  the  sublingual  gland  and  the  genioglossus  muscle,  and 
opens  on  the  summit  of  a  prominent  papilla  at  the  side  of  the 
frenum  (Fig.  67  B).  The  duct  is  about  5  cm,  in  length  and  runs 
straight  until  it  reaches  its  termination,  where  it  is  bent  like 
a  crochet  needle  (Tillaux).  The  buccal  orifice  is  narrow  and 
very  contractile;  it  is  possible,  however,  to  catheterize  the  duct 
with  a  fine  .stylet.  In  this  region  the  lingual  nerve  at  first  Ilea 
external  to  Wharton's  duct,  then,  looping  l>eneath  it  passes  to 
the  tip  of  the  tongue. 

It  will  be  noted  that  while  Wharton's  duct  occupies  the  floor 
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of  the  mouth,  its  gland,  the  submaxillary,  occupies  the  supra- 
hyoid region  of  the  neck;  hence,  salivary  calculi  in  the  canal 
will  present  under  the  mucosa  of  the  floor  of  the  mouth;  salivary 
calculi  of  the  gland  present  below  the  jaw. 

Beneath  these  important  structures  in  the  floor  of  the  mouth 
will  be  found  the  genioglossus  and  the  geniohyoid  muscles,  and 
supporting  all  these  structures  like  a  hammock  are  the  mylo- 
hyoid muscles,  swung  from  the  mylohyoid  ridges  of  the  lewder 
jaw  and  the  body  of  the  hyoid  bone,  the  muscular  fibers  of  the 
two  sides  joining  in  a  median  fibrous  raphe.  Thus,  there  is 
formed  a  muscular  diaphragm  which  separates  the  structures 
of  the  floor  of  the  mouth,  from  those  of  the  neck. 

Ranula  is  a  term  which  has  been  loosely  applied  to  all  cysts 
in  the  floor  of  the  mouth;  but,  as  Sutton  observes,  cysts  in  this 
situation  may  be  of  various  kinds  and  the  name  ranula  should  be 
restricted  to  cysts  which  originate  in  connection  with  the  ducts 
of  the  salivary  glands.  Tillaux  contends  that  a  cystic  dila- 
tation of  Wharton's  duct  from  impacted  calculus  never  occurs, 
since  the  walls  are  not  distensible  and  the  tension  and  pain 
would  be  so  intense  us  to  preclude  a  slow-forming  cystic  tumor. 

Ranula  is  probably  a  retention  cyst  of  one  of  the  sublingual 
ducts.  It  usually  presents  a  prominence  in  the  sublingual 
region  and  may  interfere  with  speech  and  deglutition.  Its 
cure  is  affected  only  by  dissecting  out  the  lining  membrane  and 
suturin<z;  the  edges  of  the  cyst  to  the  surrounding  mucosa. 

The  mucous  membrane  of  the  tongue  on  the  under  surface 
is  thin  and  smooth,  and  resembles  the  mucosa  lining  the  rest  of 
tlie  buccal  cavitv. 

Tlie  dorsal  surface  of  tlie  tongue  is  covered  by  mucous  mem- 
brane which  is  distinctivelv  characteristic. 

Tlie  anterior  two-thirds  (papillary  portion)  is  covered  with 
a  membrane  which  bristles  with  papillae.  In  the  center  is  the 
median  raplie,  which  marks  tlie  septum  between  the  muscles  of 
the  two  sides  and  which  terminates  behind  at  the  foramen 
cecum  (see  Fig.  66  C),  the  orifice  of  the  obliterated  thyroglossal 
duct.  The  largest  of  the  pa  pill  cv  are  the  circumvaUatey  about 
ten  in  number,  arranged  in  the  form  of  a  V.  the  apex  of  which 
is  directed  l)arkward  toward  the  foramen  cecum.  These 
papillic  contain  the  taste-buds  (see  Fig.  66  /?). 

The  posterior  third  (pharyngeal  portion)  contains  no  papillae, 
but  presents  numerous  prominences  antl  depressions  due  to 
the  submucous  lymphoid  tissue.  This  lymphoitl  tissue  is 
known  as  the  lingual  tonsil  (see  Fig.  66  D).     These  lymphoid 
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follicles  are  nipple-like,  with  an  umbllicated  center  which  leads 
to  a  funnel-shaped  cavity  analogous  to  the  crypts  of  the  phar- 
yngeal tonsil. 

The  lingual  tonsil  when  hypertrophied  is  a  frequent  source 
of  irritation,  and  may  become  sufficiently  enlarged  to  interfere 
with  respiration  by  depressing  the  epiglottis. 

The  tongue  is  rich  in  glandular  tissue  situated  between  the 
mucosa  and  the  muscles.  The  glands  of  Blandin  or  Nukn, 
situated  on  the  inferior  surface, 
near  the  tip  of  the  tongue,  and 
the  glands  of  [Veber,  situated 
posteriorly  on  the  lateral  border, 
secrete  mucus.  Occlusion  of 
their  ducts  may  give  rise  to  re- 
tention cyst  (Fig.  68). 

In  the  region  of  the  taste- 
buds  are  the  serous  glands  {glands 
of  V.  Ebner),  which  secret* 
abundantly  at  the  moment  of 
gustation. 

Diagnostic  Value  of  the 
Tongue. — The  condition  of  the 
mucous  membrane  of  the  tongue 
is  an  index  of  health  or  disease, 
especially  the  state  of  the  gastro- 
intestinal tract.  ° 

The  coating  or  fur  upon  the  tongue  i.s  composed  of  des- 
quamated epithelium,  micro-organisms,  and  food  debris. 
Hence,  we  note  the  white  furring  of  the  tongue  in  gastro- 
intestinal disorders,  the  dry.  brown  and  fissured  tongue  in 
typhoid,  and  the  "strawberr\'  tongue"  in  scarlet  fever,  etc. 
Unilateral  furring  of  the  tongue  may  result  from  nerve  irrita- 
tion or  paralysis. 

The  intrinsic  muscles  of  the  tongue  are  the  superior 
lingualis,  the  inferior  lingualis,  the  transverse  lingual,  and  the 
vertical  lingual.  The  inferior  set  are  the  most  important:  they 
extend  from  the  apex  to  the  base  and  are  attached  behind  to 
the  hyoid  bone.  A  fibrous  septum  extends  vertically  down- 
ward from  the  median  raphe  and  divides  the  tongue  into  two 
halves. 

The  vessels  of  the  tongue  are  derived  from  the  lingual,  the 
facial,  and  ascending  pharyngeal  arteries.  The  veins  empty 
into  the  internal  jugular.     The  anatomy  of  the  lingual  artery 
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is  described  in  the  submaxillar^'  region  (pages  153  and   164). 
In  front  of  the  hyoglossus  muscle  they  run  forward,  as  the   ' 
ranine  arUries,  along  the  under  surface  of  the  tongue  to  its  tip. 

The  lymphatics  accompany  the  lingual  vein  and  pass  to  the 
submental,  the  deep  cervical  (internal  jugular  chain),  and  sub- 
ma  x  ill  arj'  lympli-fdands.  There  is.  however,  little  or  no 
lymphatic  connection  lietween  the  two  sides  of  the  tongue  in 
the  anterior  half. 

The  nerves  of  the  tongue  are  five  in  number;  the  hypo- 
glossal nerve  is  tlie  iiiotor  nerve  of  the  tongue. 


The  lingual  nerve  supplies  sensation  to  the  anterior  two- 
thirds. 

The  chorda  tympani  nerve  is  the  nerve  of  taste  for  the  same 
area  (Fig.  69). 

The  glossophar>'ngeal  supplies  sensation  and  taste  to  the 
posterior  third. 

The  internal  larjTigeal  nerve  supplies  sensation  to  the  root 
of  the  tongue  near  the  epiglottis. 

Pain  in  the  tongue  may  be  reflected  to  the  ear  through  the 
auriculotemporal  nerve;  to  the  lower  teeth  and  gums  through 
the  inferior  dental  nerve;  and  likewise  trismus  of  the  muscles 
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of  mastication  may  be  provoked  through  the  motor  fibers  of  the 
inferior  maxillary  nerve.  The  pain  in  cancer  of  the  tongue  is 
often  so  severe  as  to  demand  section  of  the  lingual  nerve. 

Wounds  of  the  tongue  are  rare.  They  may  necessitate  the 
introduction  of  a  suture  if  the  margins  gape  open.  Hemorrhage 
is  often  severe  and  difficult  to  control  if  the  artery  be  involved. 
Ligation  of  the  lingual  artery  may  sometimes  be  necessary. 

Foreign  bodies  in  the  tongue  may  cause  an  induration  which 
simulates  cancer. 

Macroglossia  is  a  congenital  enlargement  of  the  tongue  due 
to  hypertrophy  of  the  lymphoid  tissue  of  the  tongue.  It  may 
assume  such  dimensions  as  to  protrude  from  the  mouth  and 
necessitate  an  excision  of  such  a  portion  as  will  reduce  it  to 
normal  size. 

Ulcerations. — The  tongue  is  frequently  the  site  of  syphilitic, 
tubercular,  and  malignant  ulcers.  The  early  recognition  of 
the  nature  of  these  ulcerations,  especially  the  latter,  is  of  vital 
importance  to  the  patient. 

Leukoplakia  lingualis,  the  formation  of  white  patches  on 
the  surface  of  the  tongue,  are  often  the  starting-point  of  an 
epithelioma. 

Cancer  of  the  tongue  has  many  points  of  anatomic  interest, 
both  as  to  the  course  it  pursues  and  its  operative  treatment. 
It  usually  starts  as  an  ulcer  with  an  indurated  base  on  the 
side  of  the  tongue,  frequently  opposite  a  jagged  tooth  which 
for  a  long  period  has  been  a  source  of  irritation.  It  is  accom- 
panied by  great  pain,  which  radiates  to  the  ear  or  lower  teeth 
(see  p.  61).  It  rapidly  invades  the  entire  organ,  due  to  the 
mobility  of  the  tongue.  (Note  the  difference  in  the  rapidity 
of  malignant  growths  in  parts  that  are  movable  and  those 
that  are  fixed.) 

Regional  involvement  follows  the  local  process,  and  the 
tongue  becomes  fixed  to  the  floor  of  the  mouth  and  lower  jaw. 
The  lymphatic  involvement  must  be  understood  from  an 
anatomic  standpoint  or  no  satisfactory  operation  can  be 
performed. 

First:  It  must  be  remembered  that  the  lymphatics  in  the 
anterior  half  of  the  tongue  do  not  communicate  across  the 
median  line;  hence,  when  the  disease  is  not  extensive,  and  con- 
fined to  one  side  of  the  anterior  half  of  the  tongue,  it  may  be 
successfully  removed  by  splitting  the  tongue  down  the  center 
and  removing  the  affected  portion. 

Second:   If  the  disease  involves  the  posterior  half  of   the 
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tongue  the  entire  tongue  must  be  removed,  although  but  one 
side  is  apparently  involved.  In  this  portion  of  the  tongue 
the  lymphatics  communicate  across  the  median  line,  and 
malignant  disease  of  one  side  presupposes  the  involvement 
of  the  other. 

Third:  The  Ij-mph  from  the  two  halves  of  the  tongue  mixes 
in  the  posterior  portion,  and  may  be  carried  thence  to  either 
of  both  lymphatic  chains  in  the  neck.  Hence,  any  effectual 
extirpation  of  the  lymphatics  must  include  both  sides  of  the  neck. 


Fourth :  The  most  important  lymphatic  terminus  of  the 
tongue  is  in  the  large  gland  placed  on  the  internal  jugular 
vein  immeiliat«Iy  beneath  the  posterior  belly  of  the  digastric 
(Poirier)^the  " hnuptganglion"  of  Kiittner  (Fig.  70). 

Excision  of  the  Tongue. — The  more  the  rapid  progress 
of  cancer  of  the  tongue  is  appreciated,  with  its  early  lymphatic 
involvement,  the  less  will  surgeons  resort  to  the  incomplete 
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method  of  oral  excision,  except  in  those  cases  where  the  disease 
is  circumscribed  and  confined  to  one  side  of  the  anterior  half, 
when  the  affected  portion  may  be  removed  by  splitting  the 
tongue  down  the  center. 

Preliminary  ligation  of  the  lingual  artery  in  the  lingual 
triangle  (see  pages  153  and  154)  is  a  simple  and  effectual  pro- 
cedure in  lessening  the  amount  of  hemorrhage,  since  there  is 
little  or  no  anastomosis  between  the  two  halves  of  the  tongue 
through  the  median  septum. 

In  the  large  majority  of  cases  complete  extirpation  of  the 
tongue,  with  the  lymphatic  glands  on  both  sides  of  the  neck,  is 
the  only  procedure  which  offers  a  chance  of  cure.  The  best 
exposure  of  the  parts  to  be  removed  is  made  by  splitting  the 
lower  lip  in  the  median  line,  dividing  the  lower  jaw  at  the 
symphysis,  and  forcibly  separating  the  two  halves  (Sedillot). 
After  extirpation  of  the  diseased  structures  the  bone  is  replaced 
and  sutured  with  silver  wire. 

The  tongue  may  also  be  the  site  of  lymphosarcoma,  especially 
at  the  base;  papillomas,  lipomas,  fibromas,  and  angiomas 
are  fairly  common. 

The  palate  forms  the  superior  wall  or  roof  of  the  buccal 
cavity.  It  consists  of  two  portions,  the  hard  palate  in  front, 
with  an  osseous  base;  the  soft  palate  l^ehind,  composed  of  soft 
tissues  (Fig.  71). 

The  hard  palate  consists  of  an  osseous  base  covered  by 
mucous  membrane.  It  forms  a  partition  between  the  buccal 
and  nasal  cavities.  The  vault  of  the  palate  represents  a  fiat 
arch  resting  on  the  lateral  pillars  of  the  alveolar  arches  and 
supporting,  in  the  median  line,  the  nasal  septum  (Tillaux). 
The  bony  portion  of  the  vault  is  formed  by  the  palate  processes 
of  the  superior  maxillae  and  the  horizontal  portion  of  the  two 
palate  bones.  This  wall  is  very  thin  toward  the  median  line, 
but  thickens  as  it  approaches  the  alveolar  arches. 

Its  surface  is  rough  and  is  perforated  by  foramina  for  the 
passage  of  vessels  and  nerves.  The  most  important  of  these 
is  the  posterior  palatine  canalj  situated  on  the  inner  side  of  the 
alveolus  of  the  third  molar  tooth.  Through  this  aperture 
is  transmitted  the  posterior  palatine  artery  and  the  great 
palatine  nerve. 

The  mucous  membrane  of  the  hard  palate  is  remarkable  for 
the  number  of  rugosities  which  it  presents.  The  median 
raphe  is  very  distinct  and  terminates  in  front  in  the  incisive 
papilla,   which   overlies   the  anterior  palatine  foramen.     On 
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each  side  of  the  raphe  and  in  front  are  the  transverse  ridges 
which  form  the  palatine  ruga.  They  vary  in  numlier  and  in 
prominence,  l>ei-oming  less  (LsliiiL't  as  age  advances.  The 
mucous  membrane  of  the  hard  palate  possesses  many  ehar- 
acteristics  of  practical  importance. 

(a)  It  is  so  intimately  connected  with  the  periosteum  that 
it  practically  forms  a  mucofibrous  membrane. 

(b)  It  is  thin  in  the  median  line:  thickest  on  the  sides  near 
the  alveolar  arch,  due  to  the  interposition  of  mucous  glands 

e  lacking  in  the  median  line. 


which  a 


(c)  It  is  tough  and  vascular,  and  large  flaps  can  be  utilized 
by  the  surgeon  in  plastic  operations. 

The  arleries  are  the  important  factors  in  the  pathology  and 
operative  technique  of  this  region. 

The  main  nutrient  arten/  is  the  posterior  palatine,  which 
leaves  the  posterior  palatine  foramen  and  runs  forward  on  the 
har<l  palate  near  the  alvet^ar  margin  as  far  as  the  anterior 
palatine  canal,  where  it  anastomoses  with  the  nasopalatine 
art-ery  (see  Fig.  71  E).  The  artery  i.s  placed  nearer  the  deep 
than  the  superficial  surface.  The  clinical  importance  of  these 
arteries  will  be  shown  in  discussing  the  operation  of  uranoplasty. 

Necrosis  of  the  hard  palate  may  follow  when  it  is  denuded  of 
its  mucous  membrane,  and  pathologic  processes  which  produce 
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this,  such  as  gumma,  tubercular  ulceration,  and  abscess,  are 
often  followed  by  perforation  of  the  vault  of  the  palate. 
Abscess  of  the  hard  palate  should  be  opened  as  soon  as  possible 
to  avoid  necrosis. 

When  a  pathologic  perforation  of  the  hard  palate  occurs 
there  is  established  a  communication  between  the  nose  and 
mouth  which  has  no  tendency  to  close  spontaneously,  and 
which,  because  of  its  offensiveness  and  its  interference  with 
articulation,  debars  the  patient  from  social  intercourse.  Either 
a  plastic  operation  or  the  wearing  of  a  prosthetic  apparatus 
will  be  necessary  to  remedy  the  defect. 

The  soft  palate  is  the  mobile  fold  of  tissue  continuous  with 
the  hard  palate  which,  during  deglutition  and  breathing  through 
the  mouth,  assumes  a  horizontal  position  and  forms  a  sort 
of  valve  to  intercept  all  communication  between  the  pharynx 
and  posterior  nares. 

When  the  soft  palate  is  not  developed,  when  it  is  the  seat 
of  a  pathologic  perforation,  or  when  it  is  paralyzed  in  diph- 
theria, it  loses  its  function  of  a  valve,  and  as  the  patient  swallows 
the  liquids  return  by  the  nasal  fossae  and  the  voice  acquires 
a  nasal  sound.  The  posterior  border  of  the  soft  palate  is 
free  and  is  divided  into  two  separate  arches  by  the  uwla, 
a  median  cone-shaped  prolongation  which  varies  in  length 
in  different  individuals.  The  uvula  may  become  so  elongated 
that  it  irritates  the  pharynx  and  produces  spasms  of  coughing. 
It  will  then  be  necessary  to  excise  the  hypertrophied  portion. 

From  the  uvula  two  folds  of  mucous  membrane  pass  outward 
and  downward  on  either  side  and  constitute  the  anterior  and 
posterior  pillars  of  the  fauces.  The  anterior  pillars  are  formed 
by  the  palatoglossi  muscles,  covered  by  mucous  membrane, 
and  are  attached  to  the  tongue.  The  posterior  pillars  are 
formed  by  the  palatopharyngei  muscles,  covered  by  mucous 
membrane,   and  are  attached  to   the  sides  of  the  pharynx. 

Between  the  two  pillars  is  a  fossa  in  which  lodges  the  tonsil. 
The  soft  palate  is  about  \  inch  thick,  and  consists  of  two  layers 
of  mucous  membrane  which  separate  at  the  adherent  border 
and  unite  at  the  free  border.  Beneath  the  mucous  layers 
there  is  a  considerable  amount  of  adenoid  tissue  together 
with  the  muscles,  vessels,  and  nerves. 

The  palatal  aponeurosis  forms  the  foundation  of  the  soft 
palate  and  occupies  its  anterior  third.  It  is  attached  to  the 
posterior  border  of  the  hard  palate  and  blends  with  the  expanded 
tendon  of  the  tensor  palati  muscle. 
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The  muscles  of  the  soft  palate  are,  in  addition  to  the  palato- 
glossus and  palatopharj'ngeus,  which  form  the  anterior  and 
posterior  pillars  of  the  fauces,  the  levator  palati,  tensor 
palati,  and  azygos  uvulae. 

These  muscles,  with  the  exception  of  the  azygos  u\iilie,  unite 
in  the  median  line  with  those  of  the  opposite  side  and  exercise 
a  certain  lateral  traction,  so  that  in  operation  for  repair  of  a 
cleft  of  the  palate,  the  operation  must  include  division  of  the 
levator  palati  and  palatopharyngeus  muscles,  otherwise  the 
contraction  of  these  muscles  may  pull  apart  the  edges  of  the 
Bap  and  render  the  operation  useless. 

The  vessels  of  the  soft  palate  are  not  important  and  ai-e 
nearly  absent  in  the  median  Sine  where  division  can  Ije  made 


with  little  hemorrhage.  They  are  derived  from  the  ascending 
palatine  branch  of  tiie  facial,  the  posterior  palatine  branch 
of  the  internal  maxillary,  and  the  palatine  branch  of  the 
ascending  pharyngeal  artery. 

The  nerves  come  from  the  small  posterior  palatine  and  the 
accessory  palatine. 

The  lymphatics  commumcate  with  tlie  deep  cervical  glands 
beneath  the  angle  of  the  jaw. 

Cleft  palate  (Fig.  72)  is  a  congenital  gap  in  the  palate  due 
to  arrest  of  development  and  can  be  understood  only  by  an 
intelligent  appreciation  of  the  changes  which  take  place  in  the 
formation  of  the  nasal  and  buccal  cavities  during  fetal  life. 

First:  In  early  fetal  life  the  nasal  and  buccal  cavities  are  one. 

Second:  The  formation  of  a  partition   Ijetween   these  two 
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cavities  is  accomplished  by  the  development  of  the  palate 
which  proceeds  by  the  palatal  plates  of  the  superior  maxillar>- 
bones  and  the  palate  bones  growing  horizontally  inward  on 
each  side  and  meeting  in  the  median  line  and  thus  closing  the 
fetal  gap  between  the  two  cavities. 

Third:  The  fusing  of  the  palatal  plates  does  not  form  a 
complete  partition;  there  still  remains  a  V-sha[>ed  interval 
in  front,  the  apex  of  which  is  at  the  anterior  palatine  canal, 
the  sides  extending  to  the  interval  between  the  lateral  incisor 
and  canine  teeth  (Fig.  73).  This  interval  is  filled  by  the 
intermaxillary  bones,  which  are  developed  from  the  frontonasal 
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process,  forming  the  septum  of  the  nose.     The  central  segment 
of  the  upper  lip  is  also  developed  with  the  same  process. 

Bearing  in  mind  the  foregoing  facts,  it  is  readily  seen  that 
an  arrest  of  development  will  produce  a  median  gap  or  cleft 
which  varies  in  degree  from  a  notch  in  the  soft  palate  to  a 
complete  gap  involving  both  the  soft  and  hard  palates  as  far  as 
the  anterior  palatine  canal.  If  the  cleft  extends  beyond 
this  point  and  involves  the  alveolar  margin  it  leaves  the  median 
line  and  follows  the  suture  line  of  the  intermaxillary  bone, 
the  anterior  extremity  of  the  cleft  appearing  between  the 
lateral  incisor  and  canine  teeth.  If  the  cleft  involves  only 
one  side  of  the  intermaxillary  bones  single  hare-lip  is  usually 
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present,  if  it  involves  both  sides  of  the  intermaxillary  bones 
double  hare-lip  is  produced  and  the  intermaxillary  bones  are 
attached  to  the  tip  of  the  nose. 

This  condition  is  a  serious  menace  to  the  nutrition  of  the 
infant,  since  it  is  impossible  for  the  infant  to  suck  or  satisfactorily 
swallow  the  food  introduced  into  the  mouth.  Children  with 
cleft  palate  should  be  fed  in  the  upright  position,  so  that  the 
fluid  will  gravitate  directly  into  the  pharynx. 

The  Operative  Treatment  of  Cleft  Palate — Uranoplasty. — 
For  the  successful  closure  of  cleft  palate  by  plastic  operation 
it  is  necessary  to  keep  well  in  mind  the  anatomic  factors 
which  play  such  an  important  part  in  obtaining  satisfactory 
results. 

The  closure  of  the  cleft  is  accomplished  by  freshening  the 
edges  of  the  cleft,  detaching  mucoperiosteal  flaps  from  the 
hard  palate,  and  uniting  them  by  suture  in  the  median  line. 
The  point  of  prime  importance  in  this  operation  is  the  preserva- 
tion of  the  vitality  of  the  flaps.  Remember  that  the  important 
arteries  are  the  posterior  palatine,  and  gangrene  cannot  occur  if 
we  preserve  the  posterior  palatine  arteries  in  the  flap. 

Rule. — Make  the  incisions  close  along  the  inner  border  of 
the  alveolar  process  and  parallel  to  the  alveolar  archy  to  avoid  the 
posterior  palatine  artery  and  retain  it  uninjured  in  the  flap. 

The  flaps  detached  from  the  hard  palate  are  tough  and  have 
no  tendency  to  contract.  The  flaps  of  the  soft  palate  contain 
the  palatal  muscles  and  may  contract  to  such  an  extent  as  to 
pull  out  the  sutures.  This  accident  can  be  avoided  by  division 
of  the  muscles  on  each  side  by  an  anteroposterior  incision 
through  the  entire  thickness  of  the  soft  palate  at  the  inner 
side  of  the  hamular  process. 

The  tonsils  are  two  prominent  lymphoid  masses  situated 
on  the  lateral  walls  of  the  pharynx  in  a  recess  between  the 
anterior  and  posterior  pillars  of  the  fauces. 

The  form  of  the  tonsil  has  been  compared  to  that  of  an 
almond  with  its  long  axis  vertical.  Externally  it  corresponds 
to  the  angle  of  tlie  jaw  and  when  inflamed  produces  a  swelling 
at  this  point.  Tlie  pharyngeal  surface  is  covered  with  mucous 
membrane  and  presents  the  openings  of  from  twelve  to  fifteen 
crypts,  which  extend  into  the  substance  of  the  tonsil. 

Blood  Supply. — The  arteries  supplying  the  tonsils  are  derived 
from  the  ascending  palatine  and  tonsillar  of  the  facial,  the 
ascending  pharyngeal  from  the  external  carotid,  the  ascending 
palatine  of  the  internal  maxillary,  and  the  dorsalis  linguse. 
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The  veins  form  a  small  plexus,  the  tonsillar  plexus,  which 
joins  the  pharyngeal  plexus,  and  empty  into  the  internal 
jugular. 

The  lymphatics  pass  to  the  submaxillary  lymph-glands 
below  the  angle  of  the  jaw  and  thence  to  the  deep  cervical 
glands. 

The  nerves  are  supplied  by  branches  from  the  glossopharyn- 
geal nerve  and  the  pharyngeal  plexus. 

Hypertrophy  of  the  tonsils  is  a  frequent  result  of  repeated 
attacks  of  tonsillitis,  and  because  of  the  obstruction  which 
they  offer  to  respiration  and  deglutition  they  give  rise  to  a 
series  of  phenomena  which  offer  a  serious  impediment  to 
proper  growth  and  development. 

(a)  Respiration  cannot  be  carried  on  through  the  nose. 
The  patient  sleeps  with  the  mouth  open  and  snores. 

(6)  There  is  an  alteration  in  the  quality  of  the  voice,  the 
tones  are  guttural  and  thick. 

(c)  The  lymphoid  tissue  about  tlie  Eustachian  opening 
may  share  in  the  hypertrophy  and  deafness  result. 

(d)  Arrest  of  development  of  the  cliest  results  from  long- 
continued,  insufficient  expansion. 

Hence,  these  should  l:>e  anticipated  by  excision  of  chronically 
enlarged  tonsils. 

.  It  is  well  to  keep  in  mind  that  hypertrophied  tonsils  also 
occur  in  connection  with  Hodgkin's  disease  and  lymphatic 
leukemia. 

Tonsillotomy. — The  operation  for  excising  the  tonsils  is  a 
simple  procedure  and,  as  a  rule,  attended  only  by  slight  oozing 
of  blood.  When  the  hemorrhage  is  excessive  it  can  readily 
be  controlled  by  pressure  against  the  bleeding  surface  with  a 
sponge  in  a  sponge-holder  while  counterpressure  is  made 
behind  the  jaw. 

The  source  of  tonsillar  hemorrhage  is  worthy  of  considera- 
tion, since  the  internal  carotid  artery  still  continues,  in  the 
minds  of  some  operators,  a  possible  factor  in  tonsillar  hemor- 
rhage. 

Note  the  following  facts: 

(a)  The  internal  carotid  artery  is  relatively  remote  from  the 
tonsil y  lying  an  inch  behmd  and  external  to  the  tonsil. 

(6)  It  is  impossible  to  wound  the  internal  carotid  artery  in 
tonsillotomy.  When  the  tonsil  is  drawn  forward  by  a  tenacu- 
lum for  excision,  the  distance  between  the  tonsil  and  artery 
is  still  further  increased. 
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(c)  The  external  carotid  artery  is  even  more  remote,  lying 
still  further  externally. 

(d)  The  tonsillar  arteries,  as  they  penetrate  the  capsule,  are 
surrounded  by  a  fibrous  sheath  which  causes  them  to  gape 
open  after  being  cut  and  likewise  prevents  retraction.  This 
fact  explains  the  abundant  hemorrhage  which  sometimes 
occurs  (Hodenpyl). 

(e)  Excessive  hemorrhage  sometimes  comes  from  one  of  the 
tonsillar  arteries  which  may  be  abnormally  large — very  fre- 
quently the  tonsillar  branch  of  the  facial. 

In  abscess  of  the  tonsU  following  a  peritonsillitis  (quinsy)  the 
pus  is  situated  between  the  tonsil  and  the  pharyngeal  wall. 

While  it  is  possible  for  the  pus  to  burrow  outward  and 
ulceration  of  the  coat  of  the  artery  result  in  fatal  hemorrhage, 
there  is  no  danger  of  wounding  the  internal  carotid  artery  in 
incising  a  tonsillar  abscess,  providing: 

(a)  The  blade  of  the  scalpel  be  guarded  by  adhesive  plaster 
to  within  ^  inch  of  the  point. 

{h)  The  knife  enter  the  most  prominent  point  of  the 
abscess. 

(c)   The  incision  be  made  in  an  inward  direction. 

Neoplasms  of  the  Tonsil. — It  may  be  primarily  the  site  of 
epithelioma  or  may  be  invaded  by  cancerous  growths  of  neigh- 
boring   organs.     Lymphosarcoma    is    occasionally    observed. 

Malignant  disease  of  the  tonsil  is  characterized  by  rapidity 
of  growth  and  extension  to  the  neighboring  lymphatics. 
Ulceration  from  such  growths  may  invade  the  internal  carotid 
and  cause  death  by  sudden  hemorrhage. 

Malignant  growths  of  the  tonsil  should  be  removed  by  doing 
a  pharyngotomy  through  an  incision  along  the  anterior  border 
of  the  sternomastoid  muscle.  Removal  of  the  growth  and 
neighboring  lymphatic  glands  is  only  possible  by  means  of 
wide  incision  and  extensive  dissection. 

The  pharynx  may  be  regarded  as  a  large  vestibule  common 
to  the  respiratory  and  digestive  tracts.  It  is  a  musculomem- 
hranous  cavity  extending  from  the  base  of  the  cranium  to  the 
superior  orifice  of  the  esopliagus  whicli  corresponds  to  the 
inferior  border  of  the  cricoid  cartihijre.  Into  this  vestibule 
open,  in  front,  the  nasal  fossa^.  tlie  buccal  cavity,  and  the  larynx; 
on  the  sides,  the  Eustachian  tubes. 

The  inspired  air  and  food  never  occupy  the  pharynx  at  the 
same  time.  When  deghitition  takes  place  the  soft  palate 
assumes  the  horizontal  position  and  acts  like  a  valve,  closing 
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the  nasal  fossae  above.  The  larynx  is  closed  by  the  epiglottis 
below. 

The  orifice  by  which  the  buccal  cavity  communicates  with 
the  pharynx  is  known  as  the  isthmus  of  the  fauces,  bounded 
by  the  soft  palate,  the  base  of  the  tongue,  and  the  anterior 
pillars  of  the  fauces.  As  food  passes  the  isthmus  into  the 
pharynx,  the  mouth  is  shut  off  from  the  pharynx  by  an  approxi- 
mation of  the  pillars  of  the  fauces  and  an  elevation  of  the  back 
of  the  tongue  to  the  palate  (Woolsey).  The  isthmus  marks 
the  line  of  demarcation  between  voluntary  and  reflex,  or  invol- 
untary, movements.  Thus,  when  foreign  bodies  pass  beyond 
this  point  they  enter  the  esophagus. 

The  pharynx  is  about  4^  inches  in  length.  It  is  widest 
opposite  the  hyoid  bone  (IJ  inches).  Its  inferior  opening, 
where  it  terminates  in  the  esophagus,  is  narrowest  (J  inch). 
The  distance  from  the  incisor  teeth  to  the  lower  extremity  of  the 
pharynx  is  about  6  inches.  The  inferior  extremity  of  the 
pharynx  corresponds  to  the  sixth  cervical  vertebra.  Foreign 
bodies  passing  into  the  pharynx  are  apt  to  be  arrested  at  its 
inferior  opening  and  by  pressure  upon  the  superior  orifice  of  the 
larynx  cause  suffocation. 

The  nasopharynx  is  the  portion  of  the  pharynx  behind  the 
nasal  fossae  and  above  the  level  of  the  soft  palate  (see  Fig.  63). 
Its  lateral  walls  are  the  site  of  the  pharyngeal  orifices  of  the 
Eustachian  tubes j  which  lie  about  .5  cm.  behind  the  posterior 
ends  of  the  inferior  turbinated  bones.  Just  behind  the  Eusta- 
chian orifice  is  a  deep  depression,  the  fossa  of  Rosenmi'dler, 
which,  according  to  His,  represents  the  remains  of  the  upper 
part  of  the  second  branchial  cleft.  This  fossa  may  be  a  source 
of  error  in  catheterizing  the  Eustachian  tube,  since  the  point  of 
the  catheter  may  easily  engage  in  the  fossa  instead  of  the  orifice. 

On  the  posterior  wall  of  the  nasopharynx,  extending  between 
the  Eustachian  openings,  is  a  mass  of  lymphoid  tissue  which 
constitutes  the  'pharyngeal  tonsil  (Luschka's  tonsil).  It  is  well 
developed  in  children  and  frequently  undergoes  hypertrophy, 
giving  rise  to  adenoid  growths  of  the  nasopharynx. 

The  lymphoid  tissue  surrounding  the  Eustachian  orifice  is 
known  as  the  tubular  tonsil  of  Gerlach. 

Postnasal  adenoids  constitute  a  serious  obstacle  to  the 
proper  growth  and  development  of  the  child.  Their  presence 
is  marked  by  the  following  phenomena: 

(a)  Imperfect  Respiration. — The  nasal  fossae  being  obstructed 
and  nasd  respiration  being  impossible,  the  patient  becomes 
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a  mouth  breather,  in  consequence  of  which  the  nasal  cavity 
and  the  accessory  sinuses  do  not  reach  their  full  development 
and  the  bony  frenum  of  the  upper  face  has  a  flattened  appear- 
ance. The  mouth  being  constantly  open,  the  features  are 
elongated  and  expressionless.  As  the  teeth  develop,  respi- 
ration through  the  mouth  causes  them  to  protrude  forward, 
producing  a  condition  known  as  "buck  teeth.'' 

The  deficiency  of  inspired  air  causes  lack  of  development  of 
the  thorax  and  the  subjects  are  flat-chested. 

(6)  Imperfect  Audition. — ^The  extension  of  the  hypertrophic 
tissue  about  the  Eustachian  tubes  closes  the  orifices  and  causes 
partial  deafness  or  otitis  media. 

(c)  Imperfect  Phonation. — The  mass  of  lymphoid  tissue  in 
the  vault  of  the  pharynx  deprives  the  voice  of  its  resonance 
and  these  patients  talk  thick  and  muffled. 

In  view  of  these  unpleasant  consequences  the  early  removal 
of  postnasal  adenoids  is  demanded. 

The  Ljrmphatic  Ring  of  Waldcyer. — ^The  ensemble  of 
lymphoid  tissue  which  occupies  the  true  pharynx  constituted 
by  the  pharyngeal  tonsil,  the  tubular  tonsil  of  Gerlach,  the 
palatine  tonsil,  and  the  lingual  tonsil  form  a  ring  of  lymphoid 
tissue  wliich  Waldeyer  has  named  the  lymphatic  pharyngeal 
ring. 

The  buccal  portion  of  the  pharynx  lies  between  the  soft 
palate  and  the  biise  of  the  tongue.  The  posterior  wall  corre- 
sponds to  the  vertebral  column,  and  by  introducing  the  finger 
through  the  mouth  the  upper  three  vertebrae  may  be  explored 
for  tumor,  fracture,  and  dislocation. 

The  tubercle  on  the  anterior  arch  of  the  atlas  is  opposite  the 
prolongation  of  the  soft  palate.  The  axis  is  on  a  line  with  the 
edge  of  the  upper  toeth;  the  body  of  the  third  cervical  vertebra 
can  also  \ye  palpated  below.  The  laryngeal  portion  of  the 
pharynx  extends  from  the  epiglottis  and  base  of  the  tongue  to 
the  inferior  l)order  of  the  cricoid  cartilage.  It  is  funnel-shaped 
from  above  down,  and  at  its  apex  opposite  the  sixth  cervical 
vertcbrtp  it  is  continuous  with  the  esophagus. 

The  pharyngeal  wall  is  composed  of  mucous  membrane,  fascia, 
and  muscles.  It  contains  a  large  amount  of  lymphoid  tissue, 
and  is  separated  from  the  prevertebral  fascia  by  a  very  loose 
layer  of  connective  tissue,  which  forms  a  sort  of  bursa  to  allay 
the  friction  of  constant  movements. 

The  pharyngeal  muscles  are  the  three  constrictors  which 
form  a  thin,  muscular  sheet  and  overlap  each  other  from  below 
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upward.  Beneath  the  base  of  the  skull  the  superior  con- 
strictor is  deficient.  This  muscular  gap  is  the  sinus  of  Mot- 
gagni,  through  which  the  levator  palati  and  the  Eustachian 
tube  enter  the  pharynx. 

These  constrictor  muscles  enable  the  pharynx  to  handle  the 
bolus  in  deglutition.  In  tetanus,  contraction  of  these  muscles 
forms  an  obstacle  to  deglutition. 

Retropharyngeal  abscess  may  be  acute,  due  to  inflam- 
mation of  the  loose  cellular  tissue  between  the  pharyngeal  wall 
and  the  vertebrae  or  an  inflamed  lymphatic  gland;  it  may  be 
chronic,  originating  in  caries  of  the  cervical  vertebrse. 

In  either  case  it  presents  a  prominence  in  front  on  the 
pharyngeal  wall  and  may  extend  to  the  sides  of  the  neck.  It 
interferes  with  respiration  and  deglutition,  and  if  it  discharges 
spontaneously  into  the  pharynx  it  may  give  rise  to  asphyxia 
and  septic  pneumonia. 

These  abscesses  may  l)e  evacuated  by  an  incision  through  the 
pharynx  (always  with  the  head  han^ng  low  to  prevent  the  pus 
getting  into  the  lar\'nx),  or  better,  by  an  incision  along  the 
posterior  border  of  the  sternomastoid  muscle  below  the  level 
of  the  mastoid  process.  The  incision  is  deepened  by  blunt 
dissection  till  the  abscess  cavity  is  reached. 

The  blood  supply  of  the  pharynx  is  furnished  by  the  ascend- 
ing pharyngeal  artery,  from  the  external  carotid,  and  branches 
from  the  facial,  lingual,  and  superior  thyroid.  The  veins  flow 
into  the  internal  jugular. 

The  lymphatics  are  numerous  and  flow  either  into  the  sub- 
maxillary or  retropharyngeal  lymphatics. 

The  nerves  are  furnished  by  the  trifacial,  the  facial,  the 
glossopharyngeal,  and  the  pneumogastric. 


CHAPTER  X 
THE  NECK 

The  neck  is  that  portion  of  the  trunk  which  connects  the 
head  and  thorax  and  provides  a  passageway  for  the  important 
structures  which  pass  between  the  head  and  thorax.  The 
many  vessels  and  nerves  and  other  important  vascular  and 
visceral  structures  which  it  contains,  the  numerous  operations 
to  which  it  is  subject,  make  the  neck  a  region  of  practical 
interest  to  the  surgeon. 

Its  limits  above  are:  the  lower  border  of  the  jaw,  a  line 
extending  from  the  angle  of  the  jaw  to  the  mastoid  process,  and 
the  superior  curved  line  of  the  occipital  bone. 

Below:  the  sternal  notch,  the  clavicles,  and  a  transverse  line 
from  the  acromioclavicular  articulation  to  the  spinous  process 
of  the  seventh  cervical  vertebra. 

The  contour  of  the  neck  varies  according  to  age  and  sex.  In 
women  and  children  it  is  well-rounded;  in  men  it  is  more  or  less 
angular.  Hence,  the  landmarks  of  the  neck  are  more  con- 
spicuous in  men. 

Topographically,  the  neck  may  l^e  divided  into  an  anterior 
and  posterior  portion.  The  anterior  portion,  in  front  of  the 
vertebral  column,  contains  the  respiratory  tube — larynx  and 
trachea — and  the  alimentary  tube — pharynx  and  esophagus — 
and,  on  the  sides,  the  great  vessels  and  nerves.  The  posterior 
portion  contains  the  cervical  segment  of  the  spine  and  the 
surrounding  muscles. 

Tlie  anterior  region  of  the  neck  is  covered  by  fine  and  mobile 
skin,  l)eneath  which  is  an  abundance  of  cellular  tissue.  Thus, 
it  is  admirably  adapted  for  ])lastic  operations.  It  likewise 
favors  contraction  following  extensive  burns  which  may  pro- 
duce marked  deformity.  The  skin  covering  the  posterior 
region  is  very  thick  and  adherent.  It  contains  numerous 
sebaceous  glands,  which  explains  the  frequency  of  furuncles 
in  this  region. 

Carbuncle  ver\'  frequently  attacks  the  subcutaneous  con- 
nective tissue  at  the  back  of  the  neck.     The  densitv  of  the 
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tissues  and  their  slight  vascularity  explain  the  severe  pain  and 
the  extensive  slough  which  characterize  this  process. 

Beneath  the  akin,  and  closely  attached  by  a  layer  of  cellular 
tissue,  is  the  platijsma  mi/oides,  a  broad,  thin,  muscular  sheet, 
the  fibers  of  which  are  parallel  and  directed  obliquely  from  the 
lower  jaw,  the  subcutaneous  tissue  of  the  lower  part  of  the  face, 
and  muscles  about  the  angle  of  the  mouth  to  the  fascia  of  the 
deltoid  and  pectoral  regions.     Thus,  its  action  is  to  depress  the 


lower  jaw  and  to  draw  tlown  the  lower  lip  and  angle  of  the 
mouth  (Fig.  74). 

The  external  jugular  vein  is  readily  seen  through  the  skin 
when  well  filled,  extending  from  the  angle  of  the  jaw  to  the 
middle  of  the  clavicle,  where  it  perforates  the  deep  fascia  and 
empties  into  the  subclavian  vein.  It  lies  behind  the  platj'sma 
and  crosses  the  sternomastoid  obliquely,  from  before  backward. 
The  superficial  lymph-glands  lying  in  the  course  of  this  vein 
can  be  readily  felt  beneath  the  skin,  when  enlarged. 

THE  REGIONS  OF  THE  NECK 

The  arrangement  of  the  muscles  on  the  sides  of  the  neck  is 
such  that  they  naturally  divide  it  into  certain  regions  or  tri- 
angles which  may  be  iitilized  for  purposes  of  description. 

First,  the  anterolateral  region  of  the  neck  may  be  viewed  as 
a  quadrilateral,  the  upper  boundary  being  the  lower  border  of 
the  jaw  and  a  line  extending  from  the  angle  of  the  jaw  to  the 
tip  of  the  mastoid  process.     The  lower  boundary  is  formed  by 
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the  clavicle,  the  sides  by  the  mediun  line  of  the  neck  in  front, 
and  the  trapezius  muscle  behind. 

The  vwsl  conspiciums  and  important  landmark  of  the  neck  is  the 
slernomastoid  muscle.  When  thrown  into  action  it  is  seen  beneath 
the  skin,  running  diagonally  from  the  mastoid  process  to  the 
sternum.  This  muscle  divides  the  cervical  quadrilateral  into 
two  primary  triangles  (Fig.  75} — anterior  and  posterior  cerv-ical. 

The  anterior  triangle  is  crossed  obliquely  by  the  posterior 
Mly  of  the  digastric  above,  anti  by  the  anterior  belly  of  the 
omohyoid  beiow,  and  is  thus  divideii  \nu.\  three  triangles,  viz.: 


F10.7B.— TliErniMAn' 

the  submaxillary  and  the  superior  and  inferior  carotid  triangles 
(Fig.  76).       ^ 

The  posterior  triangle  is  divided  by  the  posterior  belly  of  the 
omohyoid  into  an  occipital  antl  subclavian  triangle.  In 
addition  to  the  regions  covered  by  the  triangles  there  is  the 
median  visceral  region,  extending  in  the  medan  line  from  the 
hyoid  bone  to  the  sternal  notch. 

The  submaxillary  region  corresponds  to  a  triangular  area, 
the  base  of  which  is  formed  hy  the  lower  border  of  the  jaw, 
the  sides  by  the  anterior  and  posterior  bellies  of  the  digastric 
muscle,  the  apex  by  the  hyoid  bone  at  a  point  correspond- 
ing to  the  intermediate  tendon  of  the  digastric  muscle.  This 
region  ia  situated  just  below  the  floor  of  the  mouth  and  sep- 
arated from  it  by  the  mylohyoid  muscle  which,  like  a  dia- 
phragm, forms  the  floor  of  the  mouth  (Fig.  77). 

Tumors  developing  above  this  muscle  present  under  the 
buccal  mucosa,  those  developing  below  present  untler  the  skin. 
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Ludwig's  angina  is  an  acute  inflammation  of  the  cellular 
tissue  of  the  floor  of  the  mouth  and  the  submaxillary  region. 
The  infection  probably  originates  in  the  buccal  or  pharyngeal 
cavities  and  spreads  to  the  submaxillary  lymphatic  glands. 
It  is  marked  by  swelling,  induration  descrilied  as  board-like, 
and  intense  pain  in  the  submaxillary  region.  It  rapidly 
invades  the  deeper  structures  and  may  prove  fatal  in  a  few  days. 

The  patient's  safety  lies  in  rapid  intervention — incision 
through  the  median  line  of  the  submaxillary  region,  penetrating 
the  mylohyoid  muscle  to  the  base  of  the  tongue  (Tillaux). 


.ly  tnanele:  8.  Jupenor  carolij  Irianil*:  r.  infe 
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The  submaxillary  gland  is  one  of  the  three  principal  salivary 
glands  which  pours  its  secretion  into  the  buccal  cavity.  It 
occupies  the  greater  part  of  the  -submaxillary  triangle-  It  is 
quite  superficial,  being  covered  only  by  skin  and  platysma  and 
enveloped  completely  by  the  cervical  fascia,  which  divides  at 
the  border  of  the  gland  into  two  layers,  and  after  enclosing 
the  gland  reunite,  forming  a  complete  capsule. 

The  two  bellies  of  the  digastric  form  a  sort  of  hammock,  in 
the  angle  of  which  rests  the  submaxillary  gland.  Deeply,  the 
gland  rests  upon  the  mylohyoid  and  hyoglopsus  muscles;  the 
facial  artery  grooves  its  pasterior  surface,  the  facial  vein 
passes  over  it;  beneath  it  are  the  lingual  vein,  the  submental 
artery,  and  the  hypoglossal  nerve.  It  is  .separated  from  the 
lingual  artery   by  the    hyoglossus    muscle.    The    relation   of 
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the  gland  with  its  numerous  vessels  adds  a  certain  amount  of 
gravity  to  its  extirpation,  but  it  is  easy,  compared  with  that 
of  the  parotid,  for  it  is  not  intimately  associated,  like  the  par- 
otid, with  an  important  artery  and  nerve  which  are  necessarily 
incised  in  complete  enucleation,  nor  lias  it  the  depth  and  nar- 
rown&ss  of  the  parotid  compartment  which  render  operati\'e 
procedures  difficult. 

Wharton's  duct  leaves  the  anterior  extremity  of  the  gland 
to  penetrate  the  mylohyoid  muscle  and  opens  on  a  conspicuous 
papilla  at  the  aide  of  the  frenum ;  a.  prolongation  of  the  gland 
accompanies  the  canal. 


Fio.  77 ,— The  Sn 


The  submaxillar;  lymph-glands  are  not  included  in  the 

submaxillary  glan<l,  as  in  the  case  of  the  parotid.  They  vary 
in  number  from  three  to  six.  and  are  situated  below  the  border 
of  the  jaw,  from  the  insertion  of  the  anterior  belly  of  the  digas- 
tric to  the  angle  of  the  jaw.  They  are  placed  at  the  junction 
of  the  bony  and  cutaneous  surfaces  of  the  submaxillary  ^and, 
upon  which  they  rest,  and  receive  the  lymphatics  of  the  nose, 
cheek,  lips,  gums,  and  the  anterior  third  of  the  lateral  border 
of  the  tongue  (Poirierl.  When  enlarged  they  may  cover 
the  gland  and  form  a  prominence  so  well  circumscribed  that 
it   simulates   the   submaxillary    gland    itself.     This   is   often 
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observed  in  tubercular  adenitis  when  the  submaxillary  chain 
is  involved.  They  receive  the  lymph  from  the  nose,  check, 
lips,  gums,  and  anterior  third  of  the  lateral  border  of  the 
tongue;  hence,  epitheliomas  developing  in  these  regions  are 
accompanied  by  enlargement  of  the  lymph-glands. 

Submaxillary  Abscess. — Primary  suppuration  of  the  sub- 
maxillary gland  is  very  rare.  It  has  been  observed  and  the 
pus  evacuated  by  way  of  Wharton's  duct  (Tillaux). 

Abscess  in  the  submaxillary  region  usually  originates  in  the 
lymph-glands  or  follows  fracture  or  disease  of  the  lower  jaw. 
Submaxillary  cellulitis  connected  with  the  floor  of  the  mouth 
(Ludwig's  angina)  has  already  been  alluded  to. 

Submaxillary  Calculi. — The  submaxillary  gland  is  more 
prone  to  develop  calculi  than  the  other  salivary  glands.  When 
small  they  enter  Wharton's  duct  and  are  either  eliminated  or 
present  as  a  hard,  submucous  nodule.  When  of  larger  size 
they  remain  within  the  gland  and  form  in  the  submaxillary 
region  a  hard  kernel  beneath  the  skin. 

Retained  calculi  give  rise  to  sudden  circumscribed  swelling 
and  severe  pain  (salivary  colic). 

Tumors  of  the  Submaxillary  Gland. — In  addition  to  the 
salivary  cysts,  due  to  obstruction  of  the  duct,  are  found  chron- 
droma,  adenoma,  and  sarcoma. 

Note  the  fact  that  the  vessels  in  this  region  come  from  a 
common  trunk — the  arteries  from  the  external  carotid,  the 
veins  from  the  internal  jugular.  Note  also  that  the  facial 
artery  and  vein,  as  well  as  the  lingual  artery  and  vein,  are 
parallel,  but  not  contiguous.  The  facial  artery  and  vein  are 
separated  by  the  submaxillary  gland,  the  lingual  artery  and 
vein  by  the  hyoglossus  muscle.  The  facial  vein  joins  the 
internal  jugular  so  as  to  form  the  letter  Y.  This  relation 
is  of  practical  importance  in  the  extensive  dissections  which 
attend  the  operation  for  cervical  adenitis;  after  the  facial 
vein  is  exposed  it  is  followed  to  its  termination  in  the  internal 
jugular,  which  is  identified  and  *'  cleaned." 

The  Lingual  Triangle. — The  disposition  of  the  lingual 
artery  and  vein  are  of  special  interest  to  the  surgeon.  They 
are  separated  by  the  hyoglossus  muscle,  the  vein  coursing 
externally  to  the  muscle  accompanied  by  the  hypoglossal 
nerve;  the  artery  coursing  internally  to  the  muscle  and  run- 
ning horizontally  forward  and  parallel  with  the  hypoglossal 
nerve. 

The  point  of  election  for  exposing  the  artery  is  within  a 
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triangle  formed  by  the  hypoglossal  nerve  above  the  posterior 
belly  of  the  digastric  behind  and  the  posterior  lx>rder  of  the 
mylohyoid  muscle  in  front  (Fig.  78).  The  floor  of  the  triangle 
is  formed  by  the  hyoglossus  muscle,  beneath  which  courses  Ike 
lingual  artertj. 

To  expose  the  lingual  artery  at  the  point  of  election  a  curved 
incision  is  made  in  the  submaxillary  region  from  the  symphysis 
menti.  reaching  down  as  far  as  the  hyoid  bone  and  back  to 
the  angle  of  the  jaw.     The  skin  and  platysma  having  been 


<livide(l,  the  capsule  of  the  submaxillary  gland  is  incise<[  and 
the  gland  retracted  upward. 

The  lingual  triangle  is  now  brought  into  view.  The  fibers  of 
the  hyoglossus  muscle  are  separated  al)out  J  inch  above  the 
digastric  tendon,  and  the  lingual  artery  will  l)e  seen  bulging 
through  the  opening. 

The  lingual  nerve  runs  Iietween  the  hyoglossus  muscle  and 
the  deep  part  of  the  suhmaxillan,-  gland.  It  sends  branches  to 
the  submaxillary  ganglion,  which  is  situated  above  the  deep 
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portion  of  the  gland  near  the  posterior  border  of  the  mylohyoid 
muscle. 

The  median  portion  of  the  submaxillary  region  contains  one 
or  two  lymphatic  ganglia  which  receive  the  lymphatic  vessels 
from  the  middle  of  the  lower  lip  and  chin.  In  epithelioma 
of  the  lower  lip  they  enlarge  and  are  easily  extirpated. 

The  fibers  of  the  two  mylohyoid  muscles  meet  in  the  median 
line  and  form  a  fibrous  raphe,  which  corresponds  to  the  line 
between  the  subjacent  genioglossus  muscles. 

The  Sternomastoid  or  Carotid  Region. — This  region 
practically  corresponds  to  the  course  of  the  sternomastoid 
muscle;  it  includes  both  the  superior  and  inferior  carotid  tri- 
angles and  is  traversed  by  the  great  carotid  trunks  and  their 
branches. 

The  sternomastoid  muscle — the  great  landmark  of  the 
neck — is  specially  the  landmark  of  the  carotid  region,  since  the 
great  vessels  of  the  neck  lie  beneath  its  anterior  border  through- 
out its  entire  extent,  and  it  thus  forms  the  surgeon's  guide  in 
many  important  operative  procedures. 

The  muscle  arises  by  two  heads — from  the  sternum  and 
clavicle.  These  two  heads  bound  a  triangular  space  filled  with 
cellular  and  fatty  tissue,  behind  which  may  be  found  the  com- 
mon carotid  on  the  left  and  the  bifurcation  of  the  innominate 
artery  on  the  right  side. 

The  two  heads  of  origin  meet  in  the  lower  third  of  the  neck 
and  the  muscle  is  inserted  into  the  mastoid  process  and  the 
superior  curved  line  of  the  occiput.  The  muscle  is  enclosed 
in  a  sheath  derived  from  the  outer  layer  of  the  deep  cervical 
fascia. 

Action, — It  draws  the  head  toward  the  shoulder  and  turns 
the  face  to  the  opposite  side. 

The  nerve  supply  is  from  the  spinal  accessory  and  branches 
of  the  cervical  plexus. 

Relations. — (a)  Note  the  external  jugular  vein  between  the 
skin  and  the  muscle,  crossing  the  middle  third  of  the  muscle 
and  running  parallel  with  its  posterior  border  as  far  as  the 
clavicle. 

(6)  The  superficial  branches  of  the  cervical  plexus  supplying 
the  skin  and  subcutaneous  structures  emerge  from  beneath  the 
posterior  border  of  the  sternomastoid  muscle  at  the  level  of 
the  upper  border  of  the  thyroid  cartilage. 

(c)  The  spinal  accessory  nerve  enters  the  anterior  border 
of  the  sternomastoid  muscle  1  inch  below  the  tip  of  the  mastoid. 


156  THE  HEAD  AND  NECK 

It  traverses  the  upper  and  middle  thirds  of  the  muscle  and 
emerges  at  the  middle  of  its  posterior  border  on  a  level  with 
the  upper  border  of  the  thyroid  cartilage;  it  then  crosses  the 
occipital  triangle  to  enter  and  supply  the  trapezius  muscle. 
In  its  passage  through  the  sternomastoid  muscle  it  is  joined 
by  branches  from  the  second  cervical  nerve. 

(d)  The  relations  of  the  deep  surface  of  the  sternomastoid  to 
the  important  structures  beneath  are  described  in  detail  below. 

Torticollis  (wry-neck)  refers  to  the  special  attitude  which 
the  head  and  neck  assumes  when  the  sternomastoid  muscle 
of  one  side  is  rigidly  contracted.  It  may  be  of  the  permanent 
or  spasmodic  type. 

Permanent  wry-neckis  usually  of  congenital  origin,  resulting 
from  a  rupture  of  the  muscle  during  parturition.  The  cicatrix 
undergoes  subsequent  contraction,  and  malposition  of  the  head 
and  neck  result.  This  condition  is  relieved  by  open  tenotomy 
of  the  sternal  and  clavicular  heads  of  the  muscle,  care  being 
exercised  to  avoid  the  external  jugular  vein  which  lies  close 
to  the  posterior  margin  of  the  muscle. 

Gerdes  shows,  in  connection  with  wry-neck,  that  the  scalenus 
anticus  is  as  frequently  at  fault  as  the  sternomastoid.  This 
author  advises  resection  of  the  scalenus  anticus  as  well  as  that 
of  the  sternomastoid,  which  can  be  accomplished  w^ith  safety 
if  the  phrenic  nerve,  the  jugular  vein,  and  brachial  plexus  be 
properly  guarded  while  the  muscle  is  isolated  and  severed 
immediately  above  the  subclavian  artery. 

Spasmodic  wry-neck  is  due  to  reflex  irritation  which 
throws  the  muscle  into  a  state  of  clonic  and,  later,  tonic  con- 
traction. It  may  be  relieved  by  resection  of  the  spinal  accessory 
nerve  which  may  be  exposed — 

(a)  As  it  enters  the  sternomastoid  muscle  1  inch  below  the 
tip  of  the  mastoid.  The  transverse  process  o£  the  atlas,  which 
the  nerve  crosses  on  its  way  downward,  can  be  felt  and  serves 
as  a  valuable  guide  in  locating  it. 

(fi)  In  the  substance  of  the  sternomastoid  at  the  junction 
of  the  upper  and  middle  thirds. 

(f)  As  it  emerges  from  under  the  posterior  margin  of  the 
sternomastoid  muscle  opposite  the  upper  border  of  the  thyroid 
cartilage. 

Beneath  the  anterior  border  of  the  sternomastoid  muscle 
lies  the  carotid  sheath  formed  bv  the  deep  laver  of  the  cervical 
fascia,  and  containing  the  common  carotid  artery,  the  internal 
jugular  vein,  and  the  pneumogastric  nerve,  the  vein  being  to 
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The  common  carotid  artery  takes  its  origin  from  the 
innominate  artery  ou  the  right;  from  the  arch  of  the  aorta  on 
the  left.  In  the  netik  the  i:ourse  of  the  artery  is  marked  by  a 
line  drawn  from  the  sternociavifular  articulation  to  a  point 
midway  between  the  angle  of  the  jaw  and  themastoid  process. 
It  extends  from  the  sternoclavicular  artictdation  to  Ihe  upper 
border  of  the  thyroid  cartilage,  where  it  bifurcates  into  the 
external  and  internal  carotids   (Fig.  79). 

It  gives  off  no  branches  in  its  course.  Its  satellite  muscle 
is  the  sternomastoid,  which,  when  the  head  is  extended,  covers 
it  below,  Ls  in  contact  with  it  at  its  mid-point,  and  diverges 
from  it  above.  These  relations  are  important  in  all  operations 
in  this  region. 

The  lower  portion  of  the  common  carotid  corresponds  to  the 
triangular  interval  between  the  two  heads  of  the  sterno- 
mastoid.  The  upper  portion  coiTesponds  to  the  mhldle  of  the 
neck.  Here  the  arterj'  lies  in  a  groove  between  the  edge  of 
the  sternomastoid  and  the  trachea. 
It  is  superficial  at  this  point,  being 
covered  by  the  skin,  the  sternomaatiod, 
and  the  cervical  fascia. 

The  relations  of  the  common  ca- 
rotid in  the  neck  are  of  great  surgi- 
cal importance,    since    the    region    ia 
frequently  the  site  of  operative  int«r- 
Fio.  80.— Rkl.tiomb  or  thh      ference. 

^""awiATH.  ^"^  ''*'         The  carotid  sheath  contauis,  besides 
the  arterj',  the  internal   jugular  vein 
and  the  pneumogastric  nerve— the  artery  lying  to  the  inner 
aide,  the  internal  jugular  vein  to  the  outer  side,  the  pneumo- 
gastric nerve  behind  anil  lietween  the  two  vessels  {Fig.  SO). 

Note  the  fact  that  the  i-ein,  when  full  of  blood,  m  not  onltj 
external  to  the  artery,  but  is  in  frorit  oj  it  and  nearly  covers  it 
complelely  (Fig.  81). 

The   three   structures   are   separated   from   each   other   by 
delicate  fibrous  partitions,  nevertheless  they  are  so  intimately 
related  that  a  thorough  denudation  of  the  artery  is  necessary 
before  passing  a  ligature. 
Behind,  the  common  carotid  is  related  to — 
(a)  The  transverse  processes  of  the  lower  cervical  vertebra. 
(6)  The  prevertebral  muscles. 

(cl  The  cervical  portion  of  the  sympathetic  nerve  separated 
by  the  prevertebral  fascia. 
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(d)  The  inferior  thjToid  artery. 

(el   The  recurrent  larj-ngeal  nerve. 

Inlemail;/: 

{a)  The  larynx  and  trachea, 

(6)  The  thyroid  gland. 

(c)  The  esophamis. 


(rf)  The  recurrent  laryngeal  nerve. 

ExtemaHi/: 

(a)  The  internal  jugular  vein, 

(h)  The  pneumogaatric  nerve. 

In  JTont: 

(o)  The  skin,  fascia,  and  platyama. 
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(b)  The  stemomastoid. 

(c)  The  beginning  of  the  sternohyoid  and  thyroid. 

(d)  The   omohyoid,    which   crosses   it  opposite  the  cricoid 

cartilage. 

(e)  The  descendens  noni  nerve,  lying  upon  its  sheath. 

(/)  The  anterior  jugular  vein  and  the  superior  and  middle 
thyroid  veins. 

Note  the  importance  of  two  muscvlar  relations: 

(a)  The  omohyoid  muscle,  which  crosses  the  carotid  artery 
opposite  the  cricoid  cartilage,  divides  it  into  two  portions. 
Above  the  omohyoid  the  artery  is  superficial  and  is  the  point 
of  election  for  applying  a  ligature.  Below  the  omohyoid 
the  artery  is  deeply  placed  and  is  related  to  the  great  venous 
trunks  at  the  base  of  the  neck,  which  may  be  wounded  in  expos- 
ing the  vessel. 

(6)  The  anterior  border  of  the  stemomastoid  muscle  is  the 
guide  to  the  artery;  but  the  relation  of  the  artery  to  the  muscle 
varies  with  the  position  of  the  head.  Only  when  the  head  is 
thrown  back  and  turned  to  the  opposite  side  is  the  artery 
covered  by  muscle  throughout  its  entire  extent. 

The  carotid  tubercle  (tubercle  of  Chassaignac)  is  a  promi- 
nent tubercle  on  the  transverse  process  of  the  sixth  cervical 
vertebra,  directly  over  which  lies  the  common  carotid  artery. 
This  tubercle  is  easily  found  by  palpation  about  2\  inches 
above  the  clavicle,  and  forms  a  suitable  point  for  digital  com- 
pression of  the  artery  as  a  provisional  measure  in  case  of  hemor- 
rhage, or  as  a  preventive  measure  during  the  course  of  an 
operation. 

The  carotid  tubercle  also  serves  as  a  guide  to  the  vertebral 
artery,  below  which  it  can  be  found  just  before  entering  the 
foramen  in  the  transverse  process  of  the  sixth  cervical  vertebra. 

Just  below  the  carotid  tubercle  is  the  point  where  three 
arteries  are  superimposed  and  almost  in  contact — the  common 
carotid,  inferior  thyroid,  and  vertebral  from  l)efore  back. 

The  retrocarotid  gland  is  an  inconstant  gland  situated 
behind  the  bulb  of  the  common  carotid  and  in  the  carotid 
bifurcation  (Fig.  82).  It  is  a  small,  reddish  mass  resembling 
in  form  and  size  a  grain  of  wheat.  Its  inferior  half  is  attached 
to  the  posterior  surface  of  the  common  carotid,  its  superior 
half  projects  between  the  internal  and  external  carotids.  In 
structure  it  resembles  a  sympathetic  ganglion  (Testut).  It 
is  sometimes  the  site  of  a  tumor  which  is  beniirn  in  character 
and  grows  slowly.     Its  situation  behind  the  carotid  may  cause 
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it  to  be  mistaken,  from  its  pulsation,  for  aneuryam.  Note, 
however,  that  while  pulsation  is  present,  it  is  not  expansile. 
Its  intimate  connection  with  the  three  carotids  renders  extir- 
pation exceedingly  difficult  and  delicate. 

Just  at  the  point  where  the  common  carotid  bifurcates,  it 
presents  a  slight  dilatation,  forming  the  bvlb  of  the  common 
carotid.  This  is  the  mml  frequent  site  of  aneurifsm,  due  to  the 
resistance  which  the  blood  current  meets  at  this  point.  Note 
the  effect  of  pressure  of  an  aneurj'sm  upon  the  surrounding 
structures   and    the  symptoms   which   follow — dyspnea  from 
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pressureon  the  trachea;  difsphagia  from  pressure  on  the  esopha- 
gus; hoarseness  from  pressure  on  the  recurrent  larjiigeal  nerve; 
venom  congestion,  headache.  an<l  edema  from  pressure  upon  the 
internal  jugular  vein;  and  dilatation  of  the  pupil  from  pressure 
on  the  sympathetic  cord. 

Aneurysm  may  be  simulated  by  an  enlarged  lymphatic  gland 
overlying  the  common  carotid,  a  tumor  of  the  retrocarotid 
^and,  or  a  pulsating  lironchocele:  in  the  latter  case  an  enlarged 
thyroid  moves  with  the  larynx  during  deglutition;  an  aneurys- 
mal tumor  does  not.  In  the  former  case  there  is  no  bruit  or 
expansile  pulsation. 

Ligation  of  the  common  carotid  is  performed  for  hemor- 
rhage and  aneurysm.     It  may  be  closed  temporarily  during 
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operations  on  the  head  and  neck,  according  to  the  method  of 
Crile.  In  conjunction  with  the  subclavian  it  may  be  ligated 
for  aneurysm  of  the  innominate  artery. 

Anatomic  Points  to  be  Observed, — (a)  The  head  should  be 
placed  in  the  anatomic  position;  i,  e.j  a,  sand-bag  is  placed 
beneath  the  shoulders,  the  head  is  thrown  back,  and  the  face 
turned  to  the  opposite  side.  This  position  lengthens  the 
operative  field,  pushes  the  artery  toward  the  surface,  and 
brings  the  anterior  border  of  the  sternomastoid  parallel  to  the 
vessel  throughout  its  course. 

(6)  Surface  Landmarks. — Muscular:  The  anterior  border 
of  the  sternomastoid  muscle  overlaps  the  carotid  sheath. 
Linear:  A  line  drawn  from  the  sternoclavicular  articulation 
to  a  point  midway  between  the  angle  of  the  jaw  and  the  mastoid 
process  indicates  the  course  of  the  artery.  Bony:  The  cricoid 
cartilage  nearly  corresponds  to  the  point  where  the  omohyoid 
muscle  crosses  the  artery.  The  carotid  tubercle  is  slightly 
below  the  level  of  this  point. 

(c)  The  point  of  election,  i.  e.,  the  most  superficial  and 
favorable  place  to  ligate  the  common  carotid,  is  above  the 
omohyoid  muscle.  Whether  this  point  can  be  selected  depends 
upon  the  condition  for  which  the  ligation  is  being  performed; 
if  contra-indicated,  a  point  is  selected  below  the  omohyoid. 

(d)  The  Carotid  Sheath. — The  descendens  noni  nerve  usually 
descends  in  front  of  the  sheath,  occasionally  within  it.  In 
opening  the  sheath  the  nerve  should  be  preserved,  since  it 
supplies  the  infrahyoid  muscles.  The  sheath  should  be  opened 
upon  the  inner  or  arterial  side  to  avoid  wounding  the  vein. 

(e)  Contents. — Note  not  only  the  relation  of  these  structures 
(vein,  nerve,  artery  from  without  in),  but  that  they  are  inti- 
mately connected,  and  a  careful  denudation  is  necessary  before 
passing  the  ligature  to  avoid  puncture  of  the  vein  or  inclusion 
of  the  nerve.  Also,  that  while  the  vein  is  external  to  the  artery, 
when  it  is  filled  with  blood  it  almost  entire! v  covers  it. 

(/)  Mistakes  may  arise  from  peculiarities  as  to  the  point  of 
division.  It  may  bifurcate  as  low  as  the  cricoid  cartilage, 
though  this  is  rare.  More  commonly  it  divides  at  a  higher 
level  than  usual.  Grav  asserts  that  verv  rarelv  the  common 
carotid  ascends  in  the  neck  without  anv  subdivision,  the 
internal  carotid  artery  being  wanting;  and  in  a  few  cases  the 
common  carotid  has  been  found  to  be  absent,  the  external  and 
internal  carotids  arising  directly  from  the  arch  of  the  aorta. 

Collateral  circulationj  after  ligature  of  the  common  carotid,  is 
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established  by  the  free  anastomosis  of  the  branches  of  the 
two  external  carotid  arteries;  the  internal  carotids  through 
the  circle  of  Willis;  between  the  superior  thyroid  from  the 
external  carotid  and  the  inferior  thyroid  from  the  subclavian; 
the  profunda  cervicis  from  the  superior  intercostal  (sub- 
clavian) and  the  princeps  cervicis,  a  branch  of  the  occipital 
artery. 

Chief  Danger. — While  the  free  anastomosis  which  obtains  in 
the  circle  of  Willis  should  compensate  for  the  loss  of  the  common 
carotid  by  maintaining  the  cerebral  circulation  unimpaired, 
this  does  not  invariably  follow.  Forty-one  per  cent,  of  the 
cases  have  been  followed  by  cerebral  softening. 

The  internal  and  external  carotid  arteries  are  the  terminal 
branches  of  the  common  carotid,  which  bifurcates  at  a  point 
opposite  the  upper  border  of  the  thyroid  cartilage  (see  Fig.  79). 
At  their  origin  they  lie  side  by  side,  nearly  parallel,  the  external 
carotid  being  internal  and  the  internal  carotid  external. 
Higher  up,  the  external  carotid  becomes  superficial  to  the 
internal  carotid,  being  separated  by  a  portion  of  the  parotid 
gland. 

Characteristics  which  Differentiate  the  Internal,  and  External 
Carotids. — It  is  often  difficult  to  distinguish  the  internal  and 
external  carotids  at  the  bottom  of  a  wound.  Even  in  a  well- 
planned  operation  for  ligation  the  one  has  been  mistaken  for 
the  other.     The  following  points  should  be  noted: 

(a)  The  internal  carotid  furnishes  no  branches  in  the  neck. 

(b)  The  external  carotid  gives  off  three  anterior  branches 
near  each  other. 

(c)  The  external  carotid  is  in  immediate  contact  with  the 
hypoglossal  nerve. 

(d)  If  compression  of  the  vessel  found  causes  pulsation  in  the 
temporal  artery  to  cease  it  is  the  external  carotid. 

(e)  The  great  cornu  of  the  hyoid  bone  is  in  contact  with  the 
external  carotid. 

The  internal  carotid  artery  is  the  larger  of  the  two  terminal 
branches  of  the  common  carotid.  It  is  distributed  to  the  l)rain 
and  to  the  eye  and  its  appendages.  It  extends  from  its  origin, 
at  the  level  of  the  upper  border  of  the  thyroid  cartilage,  to  the 
carotid  canal  of  the  temporal  bone.  It  turns  forward  in  the 
cavernous  sinus  and  perforates  the  dura  mater  on  the  inner  side 
of  the  anterior  clinoid  process,  and  divides  near  the  inner  end 
of  the  Svlvian  fissure  into  the  anterior  and  middle  cerebral 
arteries. 
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Its  relation  to  the  tonsils  and  its  course  within  the  cranial 
cavity  have  already  been  described. 

In  the  neck  the  internal  carotid  at  first  lies  external  to  the 
external  carotid.  As  it  ascends  it  passes  beneath  the  digastric 
and  stylohyoid  muscles,  lies  deeply  beneath  the  parotid  gland, 
and  ascends  by  the  side  of  the  pharynx  and  tonsil. 

It  is  accompanied,  in  the  neck,  by  the  internal  jugular  vein 
and  pneumogastric  nerve,  which  continue  the  same  relations  as 
in  the  case  of  the  common  carotid.  It  is  but  seldom  ligatured, 
and,  when  necessary,  the  same  muscular  guides  may  be  used 
as  for  the  external  carotid.  The  point  of  election  is  that  just 
above  the  bifurcation. 

The  external  carotid  artery  is  the  smaller  of  the  two  ter- 
minal branches,  and  is  placed  internal  and  superficial  to  the 
internal  carotid.  It  supplies  the  face  and  the  soft  parts  cov- 
ering the  vault  of  the  cranium. 

From  its  origin  opposite  the  upper  border  of  the  thyroid 
cartilage  it  bends  slightly  forward  to  the  angle  of  the  jaw, 
thence  ascends  vertically  in  the  substance  of  the  parotid  gland, 
and  ends  opposite  the  neck  of  the  lower  jaw  by  dividing  into  its 
terminal  branches — the  internal  maxillary  and  superficial 
temporal  (see  Fig.  79). 

Branches  below  the  Digastric  Muscle. — (a)  Ascending  pharyn- 
geal— from  the  back  part  of  the  external  carotid  near  its  com- 
mencement. 

(b)  Superior  thi/roid — first  internal  branch  given  off  at  a 
point  just  below  the  great  cornu  of  the  hyoid  bone.  It  is 
closely  associated  with  the  superior  laryngeal  nerve. 

(c)  Lingual — second  internal  branch  given  off  opposite  the 
hyoid  bone,  }  inch  above  the  bifurcation  of  the  common  carotid 
(see  lingual  triangle). 

(rf)  Facial — third  internal  branch  given  off  at  point  where 
the  hypoglossal  nerve  crosses  the  external  carotid,  and  about 
an  inch  above  the  bifurcation  of  the  common  carotid. 

(e)  Occipital — first  external  branch  given  off  just  above  the 
point  where  the  hypoglossal  nerve  crosses  the  external  carotid 
artery. 

Above  the  Digastric  Muscle. — Posterior  auricular  and  the  two 
terminals  have  already  l)een  described. 

Ligation  of  the  external  carotid  is  performed  for  hemor- 
rhage, especially  of  the  middle  meningeal,  when  other  proce- 
dures have  failed;  for  aneurysm  of  the  scalp;  as  a  preliminary 
procedure  in  operations  about  the  face,  jaws,  and  mouth;  and 
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as  a  step  in  excision  of  the  external  carotid  artery  to  retard  the 
progress  of  certain  malignant  growths  (Dawbarn). 

Anatomic  Points  to  be  Observed. — (a)  The  surface  landmarkSj 
both  linear  and  muscular,  are  the  same  as  those  of  the  common 
carotid.  The  greater  cornu  of  the  hyoid  bone  lies  to  the  inner 
side  of  the  vessel. 

(6)  The  point  of  election  is  below  the  digastric  muscle,  where 
the  vessel  is  most  superficial  and  the  ligature  is  passed  between 
the  origins  of  the  superior  thyroid  and  lingual  arteries. 

(c)  The  line  of  incision  starts  at  the  angle  of  the  jaw  and 
reaches  the  anterior  border  of  the  sternomastoid,  opposite  the 
superior  border  of  the  thyroid  cartilage. 

Mistakes, — The  internal  carotid  is  frequently  taken  for  the 
external.  This  mistake  will  be  avoided  if  the  characteristics 
given  above,  w-hich  differentiate  the  two  vessels,  are  carefully 
noted. 

The  external  carotid  may  arise  at  a  higher  or  lower  level  than 
usual,  or  it  mav  be  absent,  and  its  branches  arise  from  the 
common  carotid  artery,  which  continues  upward,  without 
bifurcation,  as  the  internal  carotid  artery  (Dawbarn). 

As  noted  in  the  anomalies  of  the  common  carotid,  the  external 
carotid  may  arise  directly  from  the  arch  of  the  aorta. 

The  internal  jugular  vein  takes  its  origin  at  the  base  of  the 
cranium,  where  it  receives  all  the  blood  from  the  cranial  cavity. 
Its  course  and  relation  to  the  internal  and  common  carotid 
arteries  has  already  been  noted.  At  the  root  of  the  neck  it 
unites  with  the  subclavian  vein  to  form  the  innominate  vein 
(see  Fig.  81). 

Surgically,  it  is  a  vein  of  great  importance.  Its  large  size  and 
thin  walls  render  it  liable  to  injury.  When  wounded,  the 
result  may  prove  fatal,  either  from  hemorrhage  or  air  embolism 
(the  air  being  sucked  in  during  inspiration). 

Septic  thrombophlebitis  of  the  internal  jugular  may  follow 
disintegration  of  an  infective  thrombus  within  the  lateral  sinus. 
In  these  cases  the  vein  should  be  exposed  and  ligated  before 
attempting  to  remove  the  infected  clot  within  the  lateral  sinus, 
in  order  to  avoid  a  dissemination  of  the  infective  material 
throughout  the  general  circulation. 

Deep  abscess  of  the  neck  has  been  followed  by  ulceration  of 
the  internal  jugular  and  death.  Owing  to  the  number  of 
anastomoses,  the  internal  jugular  can  be  ligated  and  excised 
without  anv  obstacle  to  the  return  circulation. 

Crile  reports  a  case  in  which  both  the  internal  and  external 
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jugulars  of  oae  side  were  excised  their  whole  length,  from  the 
bottom  to  the  top  of  the  neck,  and  several  months  later  a  simi- 
lar excision  of  both  veins  was  made  on  the  opposite  side,  without 
the  8light«st  circulatory  disturbance,  congestion,  or  hint  of 
insufficient  return  circulation. 

Farabeuf'B  triangle  (Fig.  8-1)  is  situated  in  the  upper  part 
of  the  neck.  Its  sides  are  formed  by  the  internal  jugular  vein 
and  the  facial  vein,  its  base  by  the  hypoglossal  nerve.  Bisecting 
this  triangle  from  base  to  apex  is  the  external  carotid  art«ry. 
This  triangle  is  a  helpful  landmark  in  extensive  dissections  of 
the  neck,  especially  in  locating  the  internal  jugular  vein,  the 
safety  of  which  is  best  conserved  by  promptly  exposing  it. 


The  cervical  sympathetic  group  consists  of  three  ganglia 
with  connecting  branches  forming  a  chain,  lying  deeply 
behind  the  carotid  sheath  and  upon  the  prevertebral  fascia. 
It  extends  from  beneath  the  mastoid  process  to  the  first  rib. 
These  ganglia  have  lieen  known  as  superior,  middle,  and  infe- 
rior. We  might  well  name  thera.  respectively,  carotid,  thy- 
roid, and  vert«bral,  from  their  almost  constant  association 
with  the'fe  arteries  (Fig.  84). 

The  superior  or  carotid  ganglion  lies  oppasite  the  second  and 
third  vertebrjE  and  extends  up  l>eneath  the  mastoid  process. 
It  is  the  largest  of  the  three.  It  is  constant,  fusiform  in 
shape,  and  sends  u  liranch  downward  to  connect  with  the 
middle  or  thyroid  ganglion. 
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;  the  smallest  of  the  three. 


The  middle  or  Ihijroid  ga 
It  is  very  inconstant,  lieing  found  by  the  author  in  only  four 
of  twenty  subjects.  It  is  in  fairly  constant  relation  with  the 
inferior  thyroid  artery  about  opposite  the  sixth  cervical 
vertebra.  When  no  distinct  ganglion  is  present  a  number  of 
branches  from  the  descending  branch  of  the  superior  ganglion 
spread  out  and  interlace  about  the  inferior  thyroid  arterj-. 

The  inferior  or  vertebral  ganglion  is  next  in  size  to  the  superior. 
It  is  constant  and  usually  situated  Iwueath  the  vertebral  artery 
just  as  it  is  given  off  from  the  subclavian.     In  one  case  the 


author  found  it  t  inch  above  its  usual  location  and  not  con- 
nected with  an  artery.     These  practical  facts  should  be  noted; 

(a)  The  constancy,  large  size,  and  accessibility  of  the  superior 
ganglion. 

(b)  The  inconstancy  and  small  size  of  the  middle  ganglion, 
and  its  intimate  connection  with  the  inferior  thyroid  art«ry. 

(c)  The  constancy  of  the  inferior  ganglion,  its  relation  with 
the  vertebra!  artery;  and  its  inaccessibility. 

Surgical  Considerations. — Resection  of  the  cervical  ganglia 
produces  increa.sed  supply  of  blood  to  the  head,  paralysis  of  the 
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pupil  dilators,  decrease  of  intra-ocular  tension,  retraction  of  the 
globe,  retarded  pulse,  and  increased  secretion  from  the  sweat 
and  salivary  glands. 

From  these  physiologic  facts  has  come  the  proposition 
that  resection  of  the  ganglia  might  prove  beneficial  and  even 
curative  in  such  conditions  as  glaucoma,  epilepsy,  and  exoph- 
thalmic goiter.  Further  than  this,  the  ganglia  have  been 
resected  for  vertigo  of  cerebral  anemia,  facial  neuralgia,  and 
spasmodic  torticollis,  with  successful  results  reported  in  each 
of  these  conditions.  Jonnesco  has  demonstrated  that  there 
are  two  conditions,  at  least,  in  which  removal  of  the  cervical 
ganglia  are  followed  by  satisfactory  results,  viz. :  glaucoma  and 
primary  exophthalmic  goiter.  The  operation,  to  be  efficacious, 
should  be  a  complete  bilateral  excision  of  the  three  cervical 
ganglia. 

Exposure  of  the  Cervical  Ganglia.— The  best  exposure  of  the 
ganglia  is  obtained  by  making  an  incision  along  the  middle  line 
of  the  sternomastoid  muscle,  parallel  with  its  fibers,  from  the 
mastoid  process  to  the  clavicle,  including  skin  and  platysma. 
At  this  point  it  will  be  necessary  to  ligate  the  external  jugular 
vein.  The  fibers  of  the  sternomastoid  are  now  split  with  the 
handle  of  the  scalpel,  care  being  taken  not  to  injure  the  spinal 
accessory  nerve,  which  is  found  penetrating  the  muscle  in  its 
upper  third.  Obliquely  crossing  the  lower  part  of  the  wound 
is  seen  the  omohyoid  muscle,  which  can  be  retracted  or  divided 
to  secure  easy  access  to  the  lower  ganglion.  The  split  sterno- 
mastoid is  drawn  apart.  In  the  inner  retraction  is  included 
the  carotid  sheath  and  its  contents.  The  outer  retraction  pulls 
to  one  side  the  outer  fibers  of  the  sternomastoid.  Upon 
retracting  these  structures  there  is  found  the  floor  of  the  wound 
formed  by  the  prevertebral  fascia,  upon  which  rests  the  chain 
of  cervical  gan^ia. 

The  outer  region  of  the  neck  corresponds  to  the  area 
bounded  by  the  posterior  margin  of  the  sternomastoid  in  front, 
the  anterior  margin  of  the  trapezius  behind,  and  the  clavicle 
below.  The  posterior  belly  of  the  omohyoid  divides  this  space 
into  two  triangles — the  upper  or  occipital,  and  the  lower  or 
supraclavicular  (Fig.  85). 

The  occipital  triangle  contains  few  structures  of  practical 
importance.  The  external  jugular  vein,  superficially,  and  the 
posterior  jugular  behind  and  at  a  deeper  level  pass  vertically 
downward.  The  spinal  accessory  nerve  traverses  the  middle 
of  this  triangle,  passing  obliquely  downward  from  beneath  the 
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sterno mastoid  to  enter  the  trapezius.  Winding  around  the 
posterior  border  of  the  sterno  mastoid,  near  its  center,  are  the 
superficial  branches  of  the  cervical  plexus,  viz.:  the  great 
auricular,  the  small  occipital,  and  the  transverse  cervical 
nerves;  passing  obliquely  domiward  are  the  supraclavicular 
and  aupra-acromial  branches. 


^^L  Thco 

^^H  The  lower  part  of  the  triangle  is  traversed  by  the  trana- 

^^H  versalis  colli  artery  und  vein.     A  chain  of  lymphatic  glands 

^^H'  extends  deeply  along  the  posterior  border  of  the  sternomastoid. 

^^H  The  supraclavicular  triangle  (subclavian)  is  bounded  below 

^^H  by  the  clavicle,  in  front  by  the  sternomastoid,  and  above  by  the 

^^H  posterior    belly    of    the    omohyoid    muscle.     Superficially,    it 

^^^1  corresponds  to  the  supraclavicular  fossa,  a  depression  lying 

^^^P  immediately  above  the  clavicle  and  well  marked  in  thin  people. 

^^H  This  depression  diminishes  or  disappears  in  certain  fractures  of 
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the  clavicle.  This  region  contains  structures  of  great  surgical 
interest — the  subclavian  artery  and  vein,  the  great  nerve-trunks 
which  supply  the  upper  extremity,  and  the  phrenic  and  pneumo- 
gastrie  nerves.  It  will,  therefore,  be  seen  that  it  is  one  of  the 
most  important  triangles  of  the  ne<-k.  The  position  of  the 
shoulder  has  a  marked  efTect  in  increasing  or  diminishing  the 
depth  of  this  space.  In  all  operations  in  ihis  triangle  the 
shoulder  should  be  depressed  and  the  head  rotated  lo   Ihe 


The  subclavian  vein  ah< 


opposite  side,  so  that  the  contents  of   the   triangle   may   be 
brought  nearer  to  the  surface. 

This  region  is  covered  by  the  skin,  superficial  fascia,  and 
platysma.  It  is  crossed  by  the  supraclavicular  nerves.  The 
deep  fascia  covers  all  the  principal  structures  of  this  region; 
it  splits  into  two  layers  to  ensheath  the  omohyoid  muscle, 
reunites  at  its  lower  border  and  descends,  to  become  attached  to 
the  posterior  border  of  the  clavicle. 
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The  scalenus  anticus  muscle,  at  a  deeper  level,  corresponds  to 
the  posterior  border  of  the  sternomastoid  and  thus  forms 
within  the  supraclavicular  triangle,  a  second  triangle  bounded 
by  the  clavicle,  the  posterior  belly  of  the  omohyoid,  and  the 
scalenus  anticus  muscle  (Fig.  86). 

The  principal  landmark  of  this  region  is  the  scalenus  anticus 
musde.  It  arises  from  the  tra,nsverse  processes  of  the  third, 
fourth,  fifth,  and  sixth  cervical  vertebrfe,  descends  vertically, 
and  is  attached  below  to  a  tubercle  (the  tubercle  of  Lisfranc) 
on  the  upper  surface  of  the 
first  rib.  The  following  points 
should  be  noted: 

(a)  The  scalenus  anticus 
separates  the  subclavian  artery 
from  the  subclavian  vein,  the 
artery  being  behind,  the  vein 
in  front  (Fig.  87). 

(fe)  The  phrenic  nerve  de- 
scends vertically  in  front  of 
the  scalenus  anticus  to  its 
lower  extremity  and  passes 
behind  the  subclavian  vein. 

(c)  The  cords  of  the  brachial 
plexus  make  their  exit  from 
behind  the  scalenus  anticus. 

(d)  The  tubercle  of  Lisfranc 
is  an  excellent  guide  in  ligat-  Muscle. 
ingthe  subclavian  artery,     it         ""'*  ""anSt" i^V^i^!*'"''" 
marks  the   commencement  of 

the  third  portion  of  the  artery  and  is  the  point  where  the 
artery  can  lie  effectually  compre.ssed  against  the  first  rib. 

Structures  of.  Surgical  Importance. — The  suprascapular 
arlerif,  a  branch  of  the  thyroid  axis:  its  direction  is  outward, 
parallel  to  the  clavicle.  It  traverses  tlie  entire  base  of  the 
supraclavicular  triangle  and  terminates  in  the  supraspinous 
fossa.  It  crosses  the  scalenus  anticus  muscle,  the  phrenic  nerve, 
and  the  subclavian  artery.  This  artery  siiould  be  avoided  in 
making  the  skin  incision  for  performing  ligation  of  the  sub- 
clavian artery,  and  in  resection  of  t!ie  clavicle.  An  incision 
3  inch  above  the  clavicle  will  clear  the  arterj'. 

External  jugular  vein,  as  already  descriljed,  descends  ver- 
tically from  the  parotid  region,  crossing  the  sternomastoid  and 
penetrating  the  deep  fascia  about  i  inch  above  the  clavicle  and 
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just  behind  the  sternomastoid ;  it  empties  into  the  subclavian 
vein. 

Note  the  fact  that  the  coat  of  the  external  jugular  vein  is 
adherent  to  the  deep  faacia  which  it  pierces,  and,  consequently, 
wounds  of  the  vein  at  this  point  are  exposed  to  the  danger  of 
air  embolism. 

Note  also  the  venous  plex-us  at  the  termination  of  the  external 
jugular,  where  it  receives  the  suprascapular  and  transverse 
cervical  veins.  This  plexus  is  sometimes  troublesome  in 
operations  about  this  region. 


.^IT 


left  BUbclnvlai 


The  subclavian  vein  at  the  inner  end  of  the  triangle  lies 
between  the  clavicular  portion  of  the  stemomaatoid  and  the 
scalenus  anticus.  In  front  is  ihe  clavicle  and  the  subclavius 
muscle,  behind  the  scalenus  anticus  and  phrenic  nerves,  which 
separate  it  from  the  subclavian  artery.  The  space  between 
the  clavicle  and  first  rib  form  the  gateway  through  which  the 
subclavian  vessels  and  nerves  pass  into  the  axilla.  Hence, 
the  vessels  ascending  from  the  thorax  form  an  arch  over  the 
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first  rib  on  their  way  to  the  axilla  (Bardeleben).  The  walls 
of  the  vein  are  adherent  to  the  clavicle  and  the  first  rib; 
when  the  vein  is  wounded  it  cannot  collapse  and  there  is 
danger  of  air  embolism.  Should  the  vein  be  punctured  during 
operations,  it  should  be  sutured  during  continuous  irrigation, 
or  both  ends  ligated.  Just  at  the  angle  of  junction  with  the 
internal  jugular  the  left  subclavian  vein  receives  the  thoracic 
duct  (Fig.  ^)y  while  the  right  subclavian  vein  receives  the 
right  lymphatic  duct  (Gray). 

Wounds  of  the  thoracic  duct,  though  rare,  may  occur  during 
the  extirpation  of  tuberculous  or  cancerous  glands  in  this 
region.  They  are  evidenced  by  a  sudden  gush  of  limpid  whitish 
fluid,  which  may  be  effectually  treated  by  a  gauze  tampon. 
Rememl)er  that  the  thoracic  duct  is  so  thin  and  transparent 
that  it  easily  escapes  detection. 

The  subclavian  artery,  like  the  carotid,  arises  on  the  right 
side  from  the  innominate,  just  behind  the  sternoclavicular  joint, 
and  on  the  left  side  from  the  arch  of  the  aorta.  The  left 
subclavian  is  deeper,  longer,  and  more  curved  than  the  right. 
The  subclavian  arterv  in  the  neck  describes  a  curve  which 
commences  at  the  level  of  the  sternoclavicular  articulation 
and  ends  at  the  center  of  the  clavicle,  the  highest  point  of 
the  arch  l)eing  about  \  inch  above  the  hitter  bone.  The  artery 
passes  behind  the  scalenus  anticus  muscle  and  descends  to 
the  lower  border  of  the  first  rib,  where  it  passes  into  the  arm 
with  the  vein  and  nerves  and  becomes  the  axillar}^  The 
scalenus  anticus  muscle  divides  the  artery  into  three  portions: 
The  first  portion  is  situated  between  its  point  of  origin  and 
the  inner  border  of  the  scalenus  anticus;  the  second  portion 
lies  behind  the  scalenus  anticus;  and  the  third  portion  extends 
from  the  outer  border  of  the  scalenus  anticus  to  the  lower  bor- 
der of  the  first  rib. 

Important  Relations  to  be  Noted. — (a)  The  height  to  which 
the  artery  rises  in  the  neck  varies  according  to  the  individual 
conformation.  In  long,  thin  necks  the  artery  reaches  a  higher 
level  than  in  short,  thick  necks,  where  the  artery  is  deeply 
placed  and  does  not  rise  above  the  upper  border  of  the  clavicle. 

(6)  The  relation  between  the  clavicle  and  the  artery  varies 
according  to  the  position  of  the  shoulder — when  elevated 
the  depth  of  the  artery  is  considerably  increased.  When 
the  shoulder  is  depressed  and  the  head  extended  and  turned 
to  the  opposite  side,  the  artery  is  thrown  into  its  most  superficial 
position. 
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(c)  The  first  and  second  portions  of  the  subclavian  arter>- 
groove  the  dome  of  the  pleura,  which  rises  in  the  neck  at 
this  point  about  1  inch  ubove  the  upper  border  of  the  sternal 
extremity  of  the  clavicle.  Hence,  tlie  danger  of  puncturing 
the  pleura  when  applying  a  ligature  in  this  region,  or  in  removing 
deep-seated  tumors  at  the  root  of  the  neck. 

(d)  The  pnetimogastric  nerve  on  the  right  rest*  directly  on 
the  anterior  surface  of  the  first  portion  of  the  subclavian  and 
may  be  included  in  a  ligature  at  this  point.     Note  also  that  it 
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gives  off  the  right  recurrent  laryngeal,  which  winds  around  the 
artery,  forming  a  loop  as  it  ascends  to  the  larynx.  The  left 
pneumogastric,  instead  of  crossing  the  vessel  at  right  angles, 
runs  parallel  to  it,  giving  off  the  left  recurrent  laryngeal  loop 
as  it  crosses  the  arch  of  the  aorta. 

(e)  The  brachial  plexus  lies  above  and  to  the  outer  side  of 
the  artery.  Its  lowest  trunk  runs  nearly  parallel  with  the 
artery  and  may  be  a  source  of  error  in  performing  ligation. 
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(/)  Compression  of  the  subclavian  artery  is  applied  at  the 
point  where  the  artery  crosses  the  first  rib.  To  be  effectual, 
the  shoulder  should  be  depressed  and  the  thumb  inserted 
at  the  junction  of  the  posterior  border  of  the  sternomastoid 
with  the  clavicle,  the  pressure  being  directed  downward, 
backward,  and  inward. 

(g)  As  the  subclavian  vessels  pass  beneath  the  clavicle  the 
vein  is  internal,  the  artery  in  the  middle,  and  the  nerves  to  the 
outer  side,  forming  the  common  relation,  from  within  out,  of 
vein,  artery,  nerve  (Fig.  89). 

Qi)  All  the  branches  of  the  subclavian  arise  on  the  left  side 
from  the  first  portion ;  the  right  side  differs  in  that  the  superior 
intercostal  generally  arises  from  the  second  portion. 

The  branches  of  the  sul^clavian  are  seven: 

Two  superior — the  inferior  thyroid  and  vertebral. 

Two  inferior — the  internal  mammary  and  superior  inter- 
costal. 

Three  external — the  suprascapular,  trans versalis  colli,  and 
deep  cervical,  which  generally  arise  from  the  superior  inter- 
costal; occasionally  directly  from  the  subclavian. 

Ligation  of  the  subclavian  artery  is  usually  performed 
for  aneurysm  of  the  axillary,  or  on  the  right  side,  in  conjunction 
with  ligation  of  the  common  carotid,  for  aneurysm  of  the 
innominate.  When  the  relations  of  the  subclavian  artery 
are  considered  it  will  be  observed  that  ligation  of  its  first  and 
second  portions  is  not  only  a  difficult,  l^ut  perilous,  procedure, 
and  surgical  judgment  concedes  that  ligation  of  the  subclavian 
should  be  confined  to  its  third  portion. 

Remember  the  following  points: 

(a)  The  point  of  election  for  ligating  the  subclavian  is  its 
third  portion,  that  is,  on  the  outer  side  of  the  scalenus  anticus, 
where  the  artery  may  l>e  tied  with  little  difficulty. 

(6)  Position. — The  shoulder  should  be  well  depressed  (sand- 
bag between  the  shoulders),  with  the  head  extended  and  turned 
to  the  opposite  side. 

(c)  Anatomic  Guide. — Superficially,  the  posterior  border  of  the 
sternomastoid;  deeply,  the  scalenus  anticus.  The  tubercle  of 
Lisfranc  can  be  felt  on  the  inner  border  of  the  first  rib  and 
marks  the  beginning  of  the  third  portion  of  the  arter}\  The 
relation  of  the  structures  from  within  out  is  vein,  artery,  nerve. 

(d)  Incision  is  made  1  cm.  above  and  parallel  to  the  clavicle. 

(e)  Mistakes. — The  right  subclavian  may  arise  from  the 
aorta  and  reach  the  scalenus  by  passing  behind  the  esophagus 
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or  between  it  and  the  trachea.  The  artery  may  pass  in  front 
of  the  scalenus  and  the  vein  l>ehind  the  muscle.  The  cord 
of  the  brachial  plexus  may  be  mistaken  for  the  artery.  The 
structures  may  lie  differentiated  by  palpation — the  arterj'  is 
a  compressible  tube,  the  nerve  is  solid  and  cord-like;  com- 
pression of  the  artery  causes  pulsation  to  cease  below. 

The  collateral  circulation  after  ligature  of  the  third  part 
of  the  subclavian  artery  is  established  between  the  supra- 
scapular and  the  dorsalis  scapulsa  (branch  of  the  subscapular) ; 
l^etwoen  the  internal  mammiiry,  the  aortic  intercostals,  the 
superior  intercostal,  and  the  long  and  short  thoracic  branches 
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of  the  axillary;  between  the  supra-acromial  branch  of  the 
suprascapiUar  and  the  acromiothoracic ;  between  the  posterior 
scapular  and  the  subscapular  and  dorsalis  scapulae  (Holden). 

The  infrahyoid  region  extends  from  the  hyoid  bone  above 
to  the  sTiprastemal  notch  below.  Laterally,  it  is  limited  by 
the  anterior  borrler  of  the  sternomastoid  muscles.  Our  interest 
in  this  region  centers  above  the  structures  in  the  central  line 
of  the  neck,  many  of  which  are  sufficiently  superficial  to  be 
palpated.  The  surface  anatomy  should  Iw  constantly  re- 
hearsed by  recognizing  the  various  parts  of  the  laryngotracheal 
tube,  which  can  be  palpated  throughout  its  course  in  the  neck 
(Fig.  90).  Beginning  above,  the  hyoid  bone  is  recognized 
by  the  greater  cornua,  which  form  a  bony  prominence  on  either 
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side.  Next  is  felt  the  transverse  groove  below  the  hyoid  bone, 
representing  the  position  of  the  thyrohyoid  membrane,  which 
is  attached  above  to  the  posterior  border  of  the  hyoid  bone  and 
below  to  the  thyroid  cartilage. 

Further  down  is  the  pomum  Adami  (Adam's  apple),  specially 
developed  in  males,  which  represents  the  projection  of  the 
thyroid  cartilage,  and  below  this  the  cricoid  cartilage,  con- 
nected by  the  cricothyroid  membrane,  and,  finally,  below  the 
cricoid  cartilage  is  the  trachea. 

The  coverings  in  the  median  line  of  the  laryngotracheal  tube 
differ  from  that  on  the  sides  in  the  absence  of  the  platysma, 
the  existence  of  a  median  fibrous  union  between  the  superficial 
and  deep  fascias,  and  the  presence  of  a  median  cellular  interval 
between  the  sternohyoid  and  sternothyroid  muscles.  It  will  be 
observed,  therefore,  that  the  laryngotracheal  tube  in  the  median 
line  has  only  two  coverings — skin  and  aponeurosis. 

The  hyoid  bone  has  no  immediate  relation  with  the  skeleton. 
It  lies  in  the  soft  parts  of  the  neck  and  po^isesses  great  mobility. 

Fractures,  although  rare,  may  occur  from  hanging,  throttling, 
and  muscular  action.  The  most  frequent  site  is  at  the  junction 
of  the  greater  cornua  with  the  body.  The  symptoms  are  pain 
in  speaking,  swallowing,  or  opening  the  mouth.  Sometimes 
the  fragment  becomes  necrotic  and  is  eliminated  by  the  mouth. 

The  thyrohyoid  membrane  acts  as  a  ligament,  suspending 
the  larynx  from  the  hyoid  bone.  It  extends  from  the  superior 
border  of  the  thyroid  cartilage  to  the  posterior  border  of  the 
body  and  the  greater  cornua  of  the  hyoid  bone;  it  forms  an 
interval  of  from  1  to  H  inches  l)etween  the  two  bones. 

The  thyrohyoid  bursa  (bursa  of  Boyer)  (Fig.  91)  is  a  serous 
cavity  between  the  thyrohyoid  membrane  behind,  and  the 
thyrohyoid  muscle  in  front,  which  facilitates  the  constant  move- 
ment of  the  larynx  in  deglutition.  Cysts  in  the  median  line 
may  be  due  to  a  bursitis  of  this  cavity,  and  when  opened  are 
apt  to  be  followed  by  fistula  unless  thorough  extirpation  is 
performed.  Laterally,  the  thyrohyoid  membrane  is  pierced 
by  the  superior  laryngeal  nerve  and  artery  and  covered  by  the 
sternohvoid  and  thvrohvoid  muscles. 

The  thyro-epiglottic  space  is  a  pyramidal  shaped  space 
situated  behind  the  thvrohvoid  membrane  and  in  front  of  the 
epiglottis  (see  Fig.  91).  It  is  filled  with  cellular  and  glandular 
tissue,  which  may  be  the  site  of  abscess  complicated  by  symp- 
toms of  asphyxia.  They  should  be  opened  promptly  by  punc- 
turing the  thyrohyoid  membrane. 

12 
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Suicidal  wounds  of  the  throat  most  frequently  involve  the 
thyrohyoid  meniljmne.  The  wounds  in  this  region  may  be 
quite  extensive  without  involving  any  important  vessels. 

Should  the  wound  penetrate  deeply,  it  woidd  divide  the 
epiglottis  and  open  the  pharynx.  , 

While  these  wounds  sint  not  immediately  serious,  they  may 
be  followed  by  grave  rosults — 


(a)  From  paralysis  of  the  superior  lary-ngeal  nerve  sensation 
of  the  laryngeal  mucosa  is  destroyed,  and  septic  pneumonia 
may  follow  from  the  introduction  of  foreign  material  into  the 
air-passages. 

(b)  The  detached  epiglottis  may  fall  into  the  glottis  and 
cause  asphj-Tciation.  The.se  wounds  being  above  the  vocal 
cords  there  is  no  alteration  of  the  voice- 

The  larynx    d^ee   Fig.  91)    is   the    upper    and    specialized 
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portion  of  the  windpipe  which  forms  the  organ  of  the  voice; 
above,  it  is  attached  to  the  hyoid  bone;  below,  it  is  continuous 
with  the  trachea.  Before  the  age  of  puberty  there  is  little 
difference  between  the  larynx  of  the  male  and  female.  At 
this  time,  however,  the  larynx  of  the  male  increases  considerably 
in  size,  forming  the  prominence  in  the  middle  line  of  the  neck 
known  as  "Adam's  apple''  and  producing  the  "change  of 
voice.''  The  larynx  is  lined  with  a  highly  sensitive  mucous 
membrane  continuous  above  with  that  of  the  pharynx  and 
below  with  that  of  the  trachea.  The  larynx  is  composed  of 
nine  cartilages,  the  largest  of  which  are  the  thyroid  and  cricoid. 

The  thyroid  cartilage  is  the  largest  cartilage  of  the  larynx 
and  acts  as  a  protection  to  the  mechanism  within.  It  occupies 
the  superior  and  anterior  portion  of  this  organ,  and  is  composed 
of  two  quadrilateral  plates  which  unite  to  form  a  prominent 
angle  in  front  (Adam's  apple).  It  is  easily  palpated,  especially 
in  men,  and  forms  the  principal  landmark  in  all  operations 
on  the  larynx. 

In  the  median  line  the  cartilage  is  covered  only  by  skin  and 
fascia;  on  the  sides  it  is  covered  by  muscles. 

The  lower  border  of  the  thyroid  rests  on  the  circumference 
of  the  cricoid,  to  which  it  is  attached  by  the  cricothyroid  mem- 
brane. The  superior  border  presents  a  notch  in  the  median 
line  and  affords  attachment  to  the  thyrohyoid  membrane. 
The  two  posterior  })orders  give  attachment  to  the  pharynx  and 
terminate  above  and  below  in  the  form  of  two  vertical  projec- 
tions, the  upper  and  lower  cornua;  the  latter  articulate  with 
the  sides  of  the  cricoid  cartilage. 

Fracture  of  the  thyroid  cartilage  occurs  more  frequently 
than  in  other  cartilages  of  the  larynx,  because  of  its  form  and 
exposed  situation.  It  is  caused  by  lateral  compression,  or 
compression  backward  against  the  vertebral  column,  as  in 
strangling,  hanging,  or  direct  blows.  The  symptoms  are  loss 
of  voice,  painful  deglutition,  bloody  expectoration,  and  dyspnea. 
Tracheotomy  may  be  necessary.  Death  may  occur  suddenly 
from  edema  of  the  glottis. 

The  cricothyroid  membrane  covers  in  the  space  which 
separates  the  cricoid  and  thyroid  cartilages.  It  is  a  lozenge- 
shaped  space  widest  in  the  median  line  and  tapering  toward 
the  sides  (see  Fig.  90).  This  fibrous  membrane  firmly  connects 
the  two  cartilages  in  front,  but  on  the  sides  it  ascends  free  on 
the  inner  side  of  the  thvroid  and  becomes  continuous  above 
with  the  lower  border  of  the  true  vocal  cord  (Owen).     On  its 


180  THE  HEAD  AND  NECK 

surface  are  found  the  two  cricothyroid  arteries,  anastomosing, 
and  sometimes  one  or  two  lymphatic  ganglia. 

Through  this  membrane  the  easiest  and  most  rapid  ^^  trache- 
otomy'^ may  he  done  for  the  immediate  relief  of  dyspnea.  If  the 
case  is  desperate  the  operation  may  be  performed  with  a 
pocket  knife.  Note  that  the  membrane  should  be  divided, 
transversely y  close  to  the  upper  border  of  the  cricoid  cartilage 
to  avoid  the  cricothyroid  arteries. 

In  the  adult  this  space  is  sufficiently  large  (^  inch)  to  allow 
the  introduction  of  a  tracheotomy  tube.  Should  more  room 
be  needed  the  cricoid  cartilage  may  be  divided  in  the  median 
line. 

This  operation  is  not  applicable  to  children,  because  of  the 
narrowness  of  the  cricothyroid  space. 

It  should  not  be  performed  in  those  cases  where  the  tra- 
cheotomy tube  is  to  be  worn  for  a  long  period,  because  of  its 
proximity  to  the  vocal  cords. 

It  is  an  operation  of  extreme  simplicity  and  practical  value 
in  an  emergency,  and  one  with  which  every  practitioner  should 
be  familiar. 

The  cricoid  cartilage  may  be  considered  the  first  ring  of 
the  trachea  so  modified  as  to  form  a  support  for  the  larynx. 
In  front  it  is  narrow  {\  inch),  attached  above  to  the  cricothyroid 
membrane  and  below,  by  a  fibrous  membrane,  to  the  first 
tracheal  ring. 

Behind  it  is  expanded  into  a  quadrate  portion  1  inch  in 
depth,  situated  between  the  alse  of  the  thyroid.  This  portion 
gives  attachment  in  the  middle  line  to  the  longitudinal  fibers 
of  the  esophagus,  and  on  each  side  to  the  crico-arytenoideus 
posticus  muscle.  The  arytenoid  cartilages  articulate  with 
the  two  oval  convex  surfaces  on  its  upper  border. 

The  cricoid  cartilage  is  a  landmark  of  considerable  value. 

Note  the  following  facts: 

(a)  It  marks  the  beginning  of  the  trachea. 

(6)   It  is  on  a  level  with  the  commencement  of  the  esophagus. 

(c)    It  is  opposite  the  carotid  tubercle. 

{d)  It  is  opposite  the  point  where  the  omohyoid  muscle 
crosses  the  carotid. 

The  arytenoid  cartilages  consist  of  two  small,  triangular 
pyramids  about  i  inch  in  height.  They  articulate  by  their 
base  with  the  upper  border  of  the  posterior  portion  of  the 
cricoid.  At  the  base  are  two  processes — the  anterior  or  vocal 
process  gives  attachment  to  the  true  vocal  cords;  the  external 
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or  muscular  process  gives  attachment  to  the  muscles  which 
move  the  cartilage.  Its  apex  is  surmounted  by  a  cartilaginous 
nodule,  the  cartilage  of  Santorini. 

The  epiglottis  is  a  fibrocartilaginous  valve,  shaped  like  a 
leaf  (see  Fig.  91).  During  respiration  its  position  is  horizontal, 
but  in  the  act  of  deglutition  it  falls  downward  and  backward 
over  the  entrance  of  the  larynx,  protecting  it  from  the  entrance 
of  food.  It  is  attached  to  the  back  of  the  thyroid,  just  above 
the  vocal  cords,  also  to  the  hyoid  bone  and  is  connected  with 
the  base  of  the  tongue  by  the  glosso-epiglottidean  folds. 

The  interior  of  the  larynx  is  divided  into  three  regions  by  the 
vocal  cords — two  conspicuous  folds  which  run  from  before 
backward  and  encroach  upon  the  lumen  of  the  passage. 

The  triangular  space  between  the  vocal  cords  and  the  bases 
of  the  arytenoid  cartilages  is  the  glottis,  which  forms  the  middle 
and  most  important  region  within  the  larynx. 

The  glottis,  as  noted  above,  comprises  the  space  between  the 
true  vocal  cords  and  the  bases  of  the  arytenoid  cartilages;  it 
is  the  narrowest  part  of  the  interior  of  the  larynx.  The  space 
is  triangular,  the  apex  being  forward  and  corresponding  to  the 
attachment  of  the  vocal  cords  on  each  side  of  the  thyroid  angle. 
The  length  of  the  glottis  in  the  adult  is  about  1  inch,  its  width 
\  inch.  In  children  these  dimensions  are  much  less.  The 
level  of  the  glottis  is  located  externally  at  a  point  corre- 
sponding to  the  middle  of  the  thyroid  ridge.  During  ordinary 
respiration  the  glottis  is  open,  but  in  speaking  or  singing  the 
space  is  narrowed  and  the  edges  become  parallel. 

The  false  vocal  cords  are  two  folds  of  mucous  membrane 
lying  above  the  true  cords,  which  play  no  part  in  the  role  of 
phonation. 

The  true  vocal  cords  are  two  elastic  bands  fixed,  in  front, 
near  the  angle  of  junction  of  the  thyroid  and,  behind,  to  the 
vocal  processes  at  the  base  of  the  arytenoid  cartilages  (see 
Fig.  91).  These  cords  are  approximated  or  separated  by  the 
action  of  the  muscles  attached  to  the  arytenoid  cartilages. 
They  are  of  a  brilliant,  pearly  white  color  and  covered  \Wth 
mucous  membrane,  which  is  intimatelv  adherent  to  the  sub- 
jacent  tissue. 

Edema  of  the  glottis  is  an  expression  which  does  not  convey 
a  correct  idea  of  the  true  pathologic  lesion,  since  the  vocal 
cords  are  never  the  site  of  an  acute  edema.  This  term  refers 
to  an  edema  of  the  aryteno-epiglottic  folds,  where  the  mucous 
membrane  is  loose  and  there  is  an  abundance  of  submucous 
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tissue.  This  condition  is  produced  by  an  inflammation  of 
the  mucous  membrane  of  the  larynx  induced  by  irritation 
from  heat,  caustics,  injury,  or  inflammation  spreading  from 
adjacent  regions.  It  is  marked  by  hoarseness,  dyspnea,  and 
asphyxia.  An  immediate  tracheotomy  may  be  necessary 
to  prevent  suffocation. 

The  Laryngeal  Vessels. — The  larjmx  is  supplied  by  the 
superior  laryngeal  and  the  cricothyroid  from  the  superior 
thyroid  artery,  and  the  inferior  laryngeal  from  tlie  inferior 
thyroid  artery. 

The  laryngeal  lymphatics  are  divided  into  two  systems: 
those  above  the  glottis  lirained  bj^  the  glands  about  the  bifur- 
cation of  the  common  carotid;  those  below  the  glottis  termin- 
ating in  glands  situated  on  each  side  of  the  trachea. 


The  Laryngeal  Nerves  (Fig,  921, — The  svpcrior  lanjngeai 
nerve,  a  branch  of  the  pneiimoga-stric,  is  the  sensorj-  nerve  of  the 
larynx.  It  supplies  the  mucous  membrane  of  the  larynx  and 
imparts  to  it  a  high  degree  of  sensibility.     Its  division  would 
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result  in  loss  of  laryngeal  sensibility,  which  might  permit  foreign 
matter  to  enter  the  air-passages  and  result  in  a  septic  pneu- 
monia. 

The  inferior  or  recurrent  lanjngeal  is  the  motor  nerve  of  the 
larynx,  and  supplies  all  the  intrinsic  muscles  except  the  crico- 
thyroid. Compression  on  this  nerve  by  tumor  or  aneurysm 
causes  hoarseness  and  sometimes  complete  loss  of  voice. 

Direct  access  to  the  larynx  may  be  obtained  by  means  of — 

Thyrotomy,  which  consists  in  splitting  the  thyroid  cartilage 
exactly  in  the  median  line  in  order  to  avoid  the  anterior  inser- 
tions of  the  vocal  cords  and  retracting  the  two  halves  outward. 
This  opening  gives  an  excellent  exposure  of  the  interior  of  the 
larynx  through  which  foreign  bodies  may  te  extracted  or  new 
growths  removed. 

Laryngotomy  has  already  been  alluded  to  as  the  simplest 
and  quickest  method  of  relieving  dyspnea  when  prompt  inter- 
vention is  demanded  (pages  23  and  180).  It  consists  in 
opening  the  larynx  through  the  cricothyroid  membrane,  by 
a  transverse  incision  made  close  to  the  upper  border  of  the 
cricoid  cartilage.  It  is  applicable  only  to  adults.  In  children 
tracheotomy  should  be  chosen. 

Excision  of  the  larynx  (laryngectomy)  is  performed  for 
malignant  disease.  Though  seemingly  a  difficult  procedure 
it  loses  much  of  its  difficulty  when  certain  technical  and  ana- 
tomic  details  are  observed.  These  include  preliminary  trache- 
otomy, an  incision  that  completely  exposes  the  parts  to  be 
removed,  careful  hemostasis,  and  prevention  of  blood  flowing 
down  into  the  lungs. 

The  best  exposure  is  made  by  a  median  incision  from  the 
hyoid  bone  to  below  the  level  of  the  cricoid  cartilage,  with  the 
addition  of  transverse  incisions  at  each  end  of  the  vertical 
incision  (P6rier's  method). 

Remember  that  no  operation  for  malignant  disease  is  com- 
plete without  the  removal  of  associated  lymphatic  glands. 

The  trachea  is  a  fibrous  tube  reinforced  by  fifteen  to  twenty 
cartilaginous  rings,  and  extends  from  the  cricoid  cartilage  to 
the  origin  of  the  bronchi  opposite  the  body  of  the  fourth  dorsal 
vertebra.  It  is  about  4^  inches  long  and  I  inch  wide.  Note 
the  fact  that  the  cartilaginous  rings  do  not  completely  encircle 
the  trachea,  but  are  deficient  behind,  the  interval  being  filled 
by  a  transverse  layer  of  nonstriated  muscular  fibers.  Thus, 
the  tracheal  tube  is  flattened  behind  to  avoid  pressure  upon  the 
esophagus,  with  which  it  is  in  immediate  contact. 
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The  trachea  is  remurkal'iy  elastic,  which  permits  it  to  con- 
form to  all  the  movements  of  the  neck. 

Relations  of  the  Trachea. — Practically,  we  are  concerned 
with  the  upper  21  inches  of  trachea  which  belongs  to  the  neck, 
since  the  surgical  limit  of  the  trachea  is  at  the  sternal  notch. 
This  portion  of  the  trachea  is  divided  into  two  parts  by  the 
i.'ithmiis  of  the  thyroid,  which  lies  in  front  of  the  second,  third, 
and  fourth  tracheal  rings.  The  portion  above  the  isthmus  is 
superficial  and  easily  accessible;  the  portion  below  the  isthmus 


is  deep,  surroiinded  by  impoi'tant  structures,  and  difficult  of 
access  (Fig.  93), 

In  cutting  down  upon  the  trachea  above  the  isthmus  we 
encounter  skin,  superficial  fascia,  deep  fascia,  the  sternohyoid, 
and  sternothyroid  miiscles  {>n  either  aide  the  median  line,  and 
a  second  layer  of  deep  fascia  which  is  attached  to  the  lower 
border  of  the  hyoid  bone  above,  and  gives  oft  an  expansion  to 
enclose  the  isthmus. 

Below  the  isthmus  the  same  layers  of  tissue  exist,  save  that 
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in  front  of  the  trachea  is  a  large  quantity  of  loose  cellular  tissue 
containing — 

(a)  One  or  two  lymphatic  glands  which  drain  the  lan^nx. 

(6)  A  venous  plexus  formed  by  the  inferior  thyroid  veins  and 
connected  by  several  cross-branches. 

(c)  The  thyroidea  ima  artery,  an  occasional  branch  of  the 
innominate,  which,  when  present,  passes  from  below  upward  in 
front  of  the  trachea. 

Remember  that  the  left  innominate  vein  and  the  innominate 
artery  cross  the  trachea  at  the  root  of  the  neck,  and  may  extend 
above  the  sternum  when  the  neck  is  extended  and  the  vessels 
congested. 

In  children  the  thymus  gland  overlies  the  trachea  at  a  varia- 
ble distance  above  the  sternal  notch. 

Posteriorly,  the  trachea  is  in  constant  relation  with  the 
esophagus,  and  in  the  lateral  grooves  between  these  two  tubes 
lie  the  recurrent  laryngeal  nerves. 

Laterally,  are  the  common  carotid  arteries,  in  close  relation 
to  the  trachea  at  the  root  of  the  neck,  even  sometimes  over- 
lapping it.  As  they  ascend  they  diverge  to  the  outer  side. 
The  lobes  of  the  thyroid  gland  and  the  inferior  thyroid  arteries 
are  also  on  the  sides. 

Tracheotomy. — The  surgical  anatomy  of  the  trachea  is 
concerned  chiefly  in  the  operation  of  tracheotomy.  From  the 
relations  above  described  it  is  evident  that  the  trachea  mav  l^e 
opened  at  two  points:  either  above  the  isthmus  of  the  thyroid — 
high  tracheotomify  or  below  the  isthmus — low  tracheotomy  (s^ 
Fig.  93),  and  that  the  former  is  to  be  preferred  because  of  its 
simplicity. 

Anatomic  Points  to  be  Remembered. — (a)  The  isthmus  of 
the  thyroid  covers  the  second,  third,  and  fourth  tracheal  rings. 

(6)  Tracheotomy  is  high  or  low,  as  it  is  performed  above  or 
below  the  isthmus  of  the  thyroid. 

(c)  The  difficulties  of  tracheotomy  increase,  the  nearer  the 
incision  is  made  to  the  sternal  notch,  just  as  the  depth  of  the 
trachea  increases  and  the  number  and  importance  of  the 
overlying  structures. 

(d)  The  patient's  shoulders  should  be  raised  by  a  sand-bag 
and  the  head  thrown  back  and  steadied.  This  position  draws 
the  trachea  up  and  throws  it  forward,  thereby  increasing  the 
operative  field  and  bringing  the  trachea  nearer  the  surface. 

(e)  The  incision  should  be  made  exacthj  in  the  median  line, 
aptly  called  by  Woolsey  the  "linea  alba"  of  the  neck.    This 
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line  corresponds  to  the  point  where  the  layers  of  fascia  meet,  to 
the  median  raphe  between  the  fbuscles,  and  incurs  the  least 
amount  of  hemorrhage  by  avoiding  the  greatest  number  of 
vessels.  The  exact  median  incision  is  also  the  best  preliminary 
precaution  against  "losing  the  trachea''  by  getting  off  to  one 
side. 

(/)  The  trachea  has  a  considerable  range  of  mobility;  it  rises 
and  falls  ^\dth  each  respiration;  it  should,  therefore,  be  steadied 
by  transfixing  it  with  a  sharp  hook  and  drawing  it  forward 
before  opening  it. 

(g)  The  trachea  should  be  opened  by  a  short  thrust  of  the 
knife  in  order  to  penetrate  the  lining  mucous  membrane.  The 
mistake  has  been  made  of  pushing  the  mucosa  in  front  of  the 
knife  and  introducing  the  tube  between  the  mucous  membrane 
and  the  fibrocartilaginous  portion  of  the  trachea. 

(Ji)  In  children  the  difficulties  of  tracheotomy  are  increased 
by  its  smaller  size  and  its  greater  depth.  The  presence  of  the 
thymus  gland  and  the  higher  level  of  the  vessels  at  the  root  of 
the  neck  must  be  taken  into  consideration. 

(i)  The  greatest  danger  in  tracheotomy  is  hemorrhage 
getting  into  the  trachea  and  causing  asphyxiation  by  obstructing 
the  bronchi;  therefore,  hemostam^  should  he  complete  before 
opening  the  trachea. 

The  trachea  may  be  the  site  of  tubercular  or  syphilitic  ulcera- 
tion which  finally  destroys  the  tracheal  rings  and  results  in  the 
production  of  a  stricture. 

Foreign  bodies  may  pass  the  larynx  and  become  fixed  in  the 
trachea  at  its  bifurcation,  or,  if  they  pass  l^eyond  this  point, 
they  usually  plug  the  right  bronchus,  snice  the  right  bronchus 
is  the  larger  and  more  direct  continuation  of  the  trachea. 

The  thyroid  gland  is  a  ductless  and  vascular  structure  of 
considerable  volume  situated  on  the  sides  and  in  front  of  the 
upper  part  of  the  trachea,  and  extending  upward  on  each  side 
of  the  larj^nx.  It  is  larger  in  the  female  than  in  the  male, 
enlarges  during  menstruation  and  pregnancy,  and  atrophies  in 
old  age.  The  thyroid  gland  elaborates  an  internal  secretion 
which  is  indispensable  to  the  animal  economy.  If  this  secre- 
tion be  considerably  increased  or  diminished,  grave  pathologic 
conditions  follow.  If  total  extirpation  of  the  gland  be  done, 
viyxcdema  follows — a  condition  characterized  by  the  deposition 
of  mucous  fluid  in  the  subcutaneous  tissues,  especially  in  the 
eyelids,  lips,  and  hands.  It  is  due  to  an  excess  of  mucin  in  the 
system  and  is  accompanied  by  mental  dulness,  sluggish  move- 
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ments,  and  unsteadiness  of  gait.  Cretinism  is  also  associated 
with  this  condition  when  the  gland  is  congcnitally  absent.  On 
the  other  hand,  if  the  secretion  of  this  gland  be  excessive,  as 
in  Graves'  disease  (exophthalmic  goiter),  there  is  produced  an 
over-activity  of  the  heart,  exophthalmos,  and  general  organic 
disturbance. 

It  wLI,  therefore,  be  observed  that  the  thyroid  region  is  one 
of  great  importance,  and  its  exact  topographic  anatomy  of 
practical  interest  to  the  surgeon. 

The  thyroid  gland  consists  of  two  lateral  lobes  running 
parallel  to  the  sides  of  the  trachea  and  larjnx,  and  connected 
in  front  by  the  isthmus  (Fig.  94). 


,4.4.  The  lobes;  B,  III 


The  lateral  lol<es  arc  about  2  inches  in  length,  extending  from 
the  fifth  trai^heal  ring  to  the  middle  of  the  thyroid  cartilage. 
Their  outer  surface  is  conve.\,  their  inner  surface  concave  and 
molded  to  the  upper  five  tracheal  rings,  the  cricoid,  and  the 
lower  part  of  the  thyroid  cartilage. 

The  isthmus  connects  the  two  lateral  lolxss  in  front  (see 
Fig.  94),  mea-suring  about  J  incli  in  height,  and  lying  in  front 
of  the  second,  third,  and  fourth  tracheal  rings. 

Close  to  the  upper  border  of  the  isthmus  is  an  arterial  anasto- 


188 


THE  HEAD  AND  SECK 


mosis  formed  by  branches  of  the  superior  thyroid  arteries.  It 
may  attain  toiisiderahle  size,  and  should  be  remembered  when 
operating  in  this  rejjion. 

The  middle  lobe  {pyramid  of  Lalouctte)  is  occasionally  prcseni. 
It  consists  of  a  slender  glandular  prolongation  extending  from 
the  superior  border  of  the  isthmus  and  reaching  in  some  cases 
to  the  hyoid  bone  (see  Fig.  94). 

The  entire  gland  is  enclosed  iii  a  fibrous  capsule  derived  from 
the  deep  cervical  fascia,  which  forms  a  suspensory  ligament  and 
connects  it  with  the  larynx  and  the  upper  tracheal  rings. 


Note  the  tuur  urlt-ri,^,  ul  ll.e  f.iiir  umtlu"  uf  Llje  gl^nd. 

Relations  of  the  Thyroid  Gland. — In  front  the  thyroid 
gland  is  covered  by  the  same  layers  as  the  trachea,  and  over- 
lapped by  the  anterior  border  of  the  sterno mastoid. 

Behind,  it  is  in  contact  with  the  trachea,  larj-nx,  pharynx, 
esophagus,  inferior  thyroid  artery,  and  recurrent  'laryngeal 
nerve.  The  posterior  border  is  in  contact  with  the  carotid 
sheath  and  is  grooved  by  the  common  carotid  arterj". 

Vessels. — The  arteries  are  four:  the  two  superior  thyroids 
from  the  external  carotid  and  the  two  inferior  thyroids  from  the 
subclavian.     They  are  situated  at  the  four  angles  of  the  gland 
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and  form  four  vascular  pedicles  (Fig.  95);  occasionally,  the 
thyroidea  ima  arises  from  the  innominate  and  ascends  in  front 
of  the  trachea. 

The  superior  thyroid  from  the  external  carotid  descentis  to 
the  upper  angle  of  the  gland,  and  aft«r  giving  off  a  branch 
which  goes  to  the  posterior  surface  of  the  gland  it  reaches  the 
isthmus  and  anastomoses  with  the  artery  of  the  opposite  side. 

The  inferior  thyroid,  from  the  subclavian,  passes  up  behind 
the  common  carotid  and  in  front  of  the  vertebral,  reaches  the 
inferior  angle  of  the  gland,  and  is  distributed  mainly  to  its 
posterior  surface. 

The  relation  of  the  recurrent  laryngeal  nerve  to  the  inferior 
thyroid  artery  is  of  great  practical  importance  in  ligating  the 


artery  (Fig.  961.  In  the  upper  part  of  its  course  the  artery  is 
closely  accompanied  liy  the  recuiieni  laryngeal  nerve,  the 
artery  passing  Imhind  the  nerve  as  it  enters  the  gland. 

The  veins  arc  very  nvimerous.  and  form  a  rich  plexus  at  the 
lower  lM>rder  of  the  isthmus.  The  inferior  thyroid  veins 
complicate  the  operation  of  low  tracheotomy. 

The  nerves  are  derived  chiefly  from  the  middle  cervical 
sympathetic  ganglion.  It  also  receives  a  few  filaments  from 
the  superior  and  recurrent  laryngeal  nerves. 
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The  lymphatics:  the  descending  trunks  are  drained  by  the 
glands  in  front  of  the  trachea,  the  ascending  trunks  by  one 
or  two  small  glands  in  front  of  the  larynx  and  the  glands  at 
the  bifurcation  of  the  carotid. 

Goiter  (bronchocele)  is  a  pathologic  enlargement  of  all  the 
constituent  elements  of  the  thyroid  gland.  It  may  be  lateral, 
involving  a  single  lobe,  or  bilateral.  When  the  glandular 
elements  predominate,  a  cystic  goiter  is  formed.  When  the 
vascular  elements  predominate,  we  get  a  pidsating  or  aneurys- 
mal goiter. 

If  the  enlargement  is  associated  with  exophthalmos,  tachy- 
cardia, and  general  constitutional  disturbances  due  to  excess 
of  thyroid  secretion,  the  condition  is  known  as  exophthalinio 
goiter. 

Some  Phenomena  of  Enlarged  Thyroid  Explained  by  the 
Anatomic  Relations. — (a)  A  thjjroid  tumor  rises  and  falls  with 
the  larynx  in  deglutition,  because  the  thyroid  gland  is  intimately 
connected  with  the  larynx  and  trachea  and  participates  in  all 
its  movements. 

Q))  Dysphagia  caused  by  backward  pressure  against  the 
pharynx  and  esophagus. 

(c)  Dyspnea  caused  by  pressure  on  the  trachea.  Com- 
pression may  be  such  that  there  is  a  lateral  deviation  of  the 
trachea,  or,  should  the  tumor  invade  the  mediastinum,  the 
trachea  may  be  compressed  l>etween  the  two  osseous  planes, 
formed  by  the  sternum  and  the  vertebral  column. 

(d)  Hoarseness  or  loss  of  voice  is  due  to  pressure  of  the  recur- 
rent laryngeal  nerve  causing  paralysis  of  the  intrinsic  musclea 
of  the  larynx. 

(e)  Dilatation  of  the  pupil  is  caused  by  pressure  on  the 
sympathetic  nerve  affecting  the  pupil  of  the  same  side. 

(/)  Cerebral  congestion  from  pressure  on  the  internal  jugidar 
vein. 

Thyroidectomy. — In  contemplating  an  extirpation  of  the 
thyroid  gland  it  must  he  remembered  that  the  secretion  of 
this  gland  is  necessary  to  the  animal  economy;  hence,  total 
extirpation  of  the  thyroid  gland  should  not  be  done. 

As  a  rule,  not  more  than  one  lateral  lobe  with  the  isthmus 
is  removed.  In  this  operation  local  anesthesia  possesses  two 
important  advantages: 

(a)  It  does  not  produce  engorgement  of  the  vessels  and 
increased  hemorrhage. 

(b)  It  enables  the  operator  to  note  any  cliange  in  the  char- 
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acter  of  the  voice,  should  the  recurrent  laryngeal  nerve  be 

accidentally  included  in  a  ligature. 

In  remomng  a  thyroid  tumor  note  the  follovnng  points: 

(a)  The  most  advantageous  incision,  both  from  an  operative 

and  cosmetic  standpoint,  is  Kocher's  "  collar  incision,''  a  curved 

transverse  incision  with  the  convexity  downward. 

(6)  The  normal  relations  of  the  contiguous  structures  are 

all  modified  by  the  size  and  extent  of  the  growth. 

(c)  Be  sure  that  the  capsule  of  the  gland  is  reached  before 
proceeding  to  enucleate.  Much  confusion  will  be  avoided 
by  following  this  suggestion. 

(d)  After  the  upper  portion  of  the  growth  is  freed  and 
displaced  forward,  ligate  the  superior  thyroid  artery  and  vein. 

(e)  The  inferior  thyroid  artery  is  accompanied  in  the  upper 
part  of  its  course  by  the  recurrent  laryngeal  nerve.  Avoid 
this  nerve  by  ligating  the  inferior  thyroid  artery,  not  too  close 
to  the  trachea. 

(/)  Ilememl>er  the  intimate  relation  between  the  middle 
laryngeal,  sympathetic  ganglion,  and  the  inferior  thyroid 
artery  and  protect  it  from  injury. 

Resection  of  the  cervical  sympathetic  ganglia  for  exophthalmic 
goiter  has  been  exploited  by  Jonnesco,  and  Deaver  regards 
it  as  the  operation  of  choice,  since  the  results  of  operation 
are  far  better  than  in  other  procedures,  the  mortality  is  much 
lower,  and  in  cured  cases  the  improvement  is  permanent  (see 
pages  167  and  168). 

Accessory  thyroids  are  small  isolated  masses  of  thyroid  tissue 
which  mav  l^e  located  an v where  between  the  arch  of  the  aorta 
and  the  hvoid  bone.  Thev  have  l)een  recognized  at  the  base 
of  the  tongue,  commonly  between  the  hyoid  bone  and  the 
isthmus  of  the  gland,  and  about  the  lateral  lobes  of  the  thyroid. 
Rarely  they  have  been  found  below  the  level  of  the  thyroid 
as  far  as  the  arch  of  the  aorta.  They  are  subject  to  the  same 
pathologic  changes  as  the  normal  thyroid  and  undoubtedly 
contribute  their  share  of  thyroid  secretion,  which  explains 
those  cases  of  total  extirpation  of  the  thyroid  gland  unattended 
by  subsequent  myxedema  (Testut). 

The  Parathyroid  Glands. — The  investigations  of  Moussu, 
Vassale,  and  MacCullum  have  demonstrated  that  these  glands 
play  an  important  role  in  thyroid  patholog}'.  They  possess 
a  distinct  function  indispensable  to  the  animal  economy  and 
their  complete  removal  leads  to  tetany  and  death.  The  para- 
thyroid glands,  while  inconstant  in  number  and  position,  may 
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be  said  to  have  a  fairly  typical  arrangement,  as  demonstrated 
by  MacCulluni  and  verified  by  the  author  in  a  uum>jer  of 
dissections. 

They  are  flat,  oval-shaped  bodies  of  bright  brown  color  and 
flabby  softness.  Their  color  and  consistency  distinguishes 
them  from  thyroid  tissue  or  lymph-glands,  which  are  much 
firmer.  They  are  usually  four  in  number— two  each  on  the 
posterior  surface  of  the  lobes  of  the  thyroid  close  to  the  tracheo- 
esophageal groove.  They  are  found 
ill  the  loose  areolar  tissue  not  in- 
timately connected  with  the  capsule 
of  the  thjToid. 

The  two  superior  parathyroids 
lie  near  the  esophagus  and  are  in 
relation  with  the  posterior  branch 
of  the  superior  thyroid  artery.  The 
two  inferior  parathyroids  are  the 
larger  and  are  situated  near  the 
posterior  edge  of  the  thyroid  lobe 
in  relation  with  the  branches  of  the 
inferior  tiiyroid  artery  (Fig.  97). 

Clinical  Considerations.  —  In 
the  surgery  of  the  thyroid  gland 
the  intimate  relations  of  the  para- 
thyroids and  the  danger  of  their 
removal  must  l>e  distinctly  under- 
stood. 

These  two  varieties  of  glands  rep- 
resent two  distinct  functions.  Sup- 
pression of  the  thyroid  function  is 
followed  by  chi'onic  symptoms,  as 
manifested  by  myxedema.  Sup- 
pression of  the  parathyroid  function 
is  followed  by  acute  symptoms — 
tetany,  muscular  spasm  and  rigidity,  rapid  respiration,  profuse 
salivation,  and  death. 

If,  therefore,  in  incomplet*  excision  of  the  thyroid  there  be 
even  a  partial  removal  of  the  parathyroids,  a  condition  of 
parathyroid  insufficiency  may  result,  giving  rise  to  alarming 
symptoms  which  may  prove  fatal. 

The  parathjTOids  may  be  avoided  by  remembering  that 
they  lie  in  loose  areolar  tissue  and  have  no  intimate  connection 
with  the  thyroid  capsule;    that  after  ligation  of  the  thyroid 
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arteries  and  recognition  of  the  recurrent  lar>-ngeal  nerves. 
the  parathyroid  glands  are  to  be  pi'otected  Isy  keeping  close  to 
the  capsule  or  !>}■  leaving  behind  that  portion  of  the  thyroid 
which  is  in  close  contact  with  the  trachea. 

The  esophagus  is  a  flat  muscnlomembranous  tube,  about 
10  inches  in  length,  extending  from  the  pharynx  to  the  cardiac 


orifice  of  the  stomach.  It  l>egins  at  the  border  of  the  cricoid 
cartilage  (at  the  level  of  the  sixth  cervical  vertelirai.  passes 
downward  behind  the  trachea,  and  ends  at  a  point  opposite 
the  tenth  dorsal  vertebra.  From  the  incisor  teeth  to  tlie 
beginning  of  the  esophagus  is  about  5  inches;  hence,  a  tulje 
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passed  into  the  esophagus  would  reach  the  stomach  at  a  point 
15  inches  from  the  incisor  teeth. 

The  direction  of  the  esophagus  is  oblique,  from  above  down 
and  from  right  to  left.  At  its  origin  it  is  in  the  median  line, 
but  it  gradually  deviates  to  the  left  until  at  its  lower  extremity 
it  is  about  \  inch  to  the  left  of  the  median  line  (Fig.  98). 

The  caliber  of  the  esophagus  is  very  important  in  its  practical 
bearing  upon  the  impaction  of  foreign  bodies,  the  formation 
of  strictures,  and  the  passage  of  esophageal  bougies. 

The  Three  Points  of  Constriction  (Fig.  99).— When  the 
caliber  of  the  esophagus  is  examined  closely,  there  are  found 
three  points  of  constriction. 

(a)  At  its  beginning,  opposite  the  cricoid  cartilage.  The 
pharynx,  like  a  funnel,  leads  down  to  the  narrow  opening  of 
the  esophagus;  hence,  foreign  bodies  are  very  apt  to  become 
impacted  at  this  point. 

(6)  At  the  point  where  the  left  bronchus  and  the  arch  of 
the  aorta  cross,  about  2\  inches  below  the  cricoid. 

(c)   At  the  point  where  it  passes  through  the  diaphragm. 

At  these  points  the  caliber  is  about  i  inch;  elsewhere  it  is 
about  J  inch. 

Relations  of  the  Esophagus  in  the  Neck. — Since  the 
surgical  limits  of  the  esophagus  are  confined  to  the  neck,  the 
relations  here  are  of  great  practical  importance. 

In  front  is  the  membranous  portion  of  the  trachea  (portion 
where  the  cartilaginous  rings  are  absent).  Loose  cellular 
tissue  separates  the  two  tubes  and  thus  facilitates  motion 
between  them.  If  deep  suppuration  invades  this  tissue  it  may 
l:)ecome  the  cause  of  dysphagia. 

The  trachea  forms  a  protection  for  the  esophagus,  and  hence 
the  latter  is  rarely  injured  in  suicidal  wounds  of  the  throat. 
It  is  also  a  valuable  landmark  in  locating  the  esophagus  when 
performing  esophagotomy. 

Behind  is  the  vertebral  column,  covered  by  the  prevertebral 
muscles  and  separated  by  a  layer  of  cellular  tissue  which  is 
continuous  with  the  retropharj^ngeal  cellular  tissue;  hence, 
retro pharf/ngeal  abscess  may  burrow  along  the  esophagus  and 
produce  dysphagia. 

Laterally  the  esophagus  corresponds  to  the  sheath  of  the 
great  vessels,  part  of  the  lateral  lobes  of  the  thyroid  gland, 
and  the  recurrent  laryngeal  nerves  lie  between  it  and  the 
trachea. 

In  the  thorax  the  esophagus  lies  in  the  posterior  mediastinum. 
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The  bifurcation  of  the  bronchi  corresponds  to  the  anterior 
surface  of  the  esophagus,  especially  the  left  bronchus,  which 
grooves  the  wall  of  the  esophagus. 

Behind  is  the  thoracic  duct  and  the  great  azygos  vein.  Loose 
cellular  tissue  and  lymphatic  ganglia  separate  it  from  the 
vertebral  column. 

Laterally^  on  the  left  the  aorta  and  its  branches,  the 
common  carotid  and  left  subclavian.  The  aorta  at  first  placed 
to  the  left  of  the  esophagus,  passes  behind  it  to  reach  the  aortic 
orifice  of  the  diaphragm  which  is  situated  behind  and  a  little 
to  the  right  of  the  esophagus;  hence,  these  two  tubes  cross 
like  the  letter  X,  the  esophagus  in  front  and  the  aorta  behind 
(see  Fig.  98). 

The  esophagus  is  accompanied  by  the  two  pneumogastric 
nerves,  the  left  in  front  and  the  right  behind. 

The  abdominal  portion  of  the  esophagus  is  not  over  ^  inch 
in  length  and  corresponds  in  front  to  the  posterior  border 
of  the  left  lobe  of  the  liver. 

The  lymphatics  enter  the  deep  cervical  and  the  posterior 
mediastinal  glands. 

The  nerves  are  derived  from  the  two  pneumogastrics  and 
the  sympathetic  ganglia  in  the  thorax.  From  the  left  pneu- 
mogastric is  derived  the  anterior  esophageal  plexus  and  from 
the  right  pneumogastric  the  posterior  esophageal  plexus.  They 
form  an  interlacement  of  nerves  which  surround  the  esophagus. 

Clinically. — Foreign  bodies  are  most  apt  to  become  impacted 
at  the  cricoid  constriction ;  if  they  pass  this  point  they  usually 
reach  the  stomach. 

Note  the  relation  of  aneurysm  of  the  aorta  and  symptoms  of 
dysphagia.  In  this  condition  pressure  may  cause  a  thinning 
of  the  coats  of  the  esophagus  and  the  passage  of  a  bougie  may 
be  attended  by  perforation  and  fatal  hemorrhage.  Foreign 
bodies  impacted  at  this  point  may  ulcerate  through  the 
esophagus  and  penetrate  the  aorta. 

The  three  points  of  constriction  are  the  three  points  of 
cicatricial  contraction  following  the  swallowing  of  corrosive 
substances.  The  reason  for  this  is  apparent :  it  takes  a  longer 
time  for  the  corrosive  fluid  to  pass  through  the  constricted 
portions;  hence,  there  is  more  tissue  damage  and  the  subse- 
quent formation  of  stricture  at  these  points. 

In  passing  a  stomach-tube  or  esophageal  bougie  the  base  of  the 
tongue  should  be  depressed  by  the  index  and  middle  fingers 
and  the  tube  guided  toward  the  posterior  wall  of  the  pharj'^nx 
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and  a  little  toward  the  left.  Resistance  will  be  felt  when 
the  tube  reaches  the  beginning  of  the  esophagus  opposite 
the  cricoid;  this  is  due  to  spasm  of  the  muscles.  If  the  patient 
at  this  point  be  encouraged  to  swallow,  the  muscles  will  relax 
and  the  tube  pass  without  further  difficulty.  Always  use  the 
largest  possible  boug^ie.     The  largest  bougie  does  the  least  damage. 

Stricture  of  the  esophagus  may  be  (a)  spasmodic,  occur- 
ring in  neurotic  individuals  and  giving  rise  to  intermittent 
dysphagia.  In  these  cases  the  esophageal  bougie  passes 
through  without  obstruction,  the  constriction  being  due  to 
muscular  spasm. 

(6)  Cicatricial,  due  to  contraction  of  a  scar  following  injury 
from  swallowing  corrosive  fluids.  These  strictures  are  most 
apt  to  occur  at  the  three  normal  points  of  constriction,  as 
described  above. 

(c)  Malignant  growths,  most  common  at  the  upper  end  oppo- 
site the  cricoid  cartilage,  or  at  the  lower  end  near  the  diaphragm. 
In  cancer  of  the  lower  extremity  of  the  esophagus  patients  fre- 
quently experience  pain  at  its  upper  extremity  (Tillaux). 

Esophagotomy  is  performed  for  the  removal  of  a  foreign 
body  in  the  cervical  and  upper  dorsal  portions  of  the  esophagus. 
The  left  side  is  alwavs  selected  because  of  the  deviation  of 
the  esophagus  to  the  left.  The  best  exposure  is  made  through 
an  incision  beginning  at  the  upper  border  of  the  thyroid  car- 
tilage and  along  the  anterior  ])order  of  the  sternomastoid 
muscle.  The  sheath  of  the  carotid  is  found  and  drawn  outward, 
the  lol^e  of  the  thyroid  gland  is  raised  and  drawn  inward. 
The  trachea  is  the  guide  to  the  esophagus,  which  latter  lies 
immediately  behind  it.  The  esophagus  may  1^  more  definitely 
shown  by  the  introduction  of  a  bougie  through  the  mouth. 
Rememl^er  the  position  of  the  recurrent  laryngeal  nerve — 
in  the  tracheo-esophageal  groove — and  carefully  avoid  it  by 
incising  the  esophagus  as  far  posteriorly  as  possible. 

If  the  foreign  body  be  located  in  the  lower  part  of  the  esopha- 
gus, removal  may  be  attained  by  performing  gastrotomy. 

The  deep  cervical  fascia  plays  an  important  part  in  the 
pathology  of  the  neck,  because  of  its  influence  upon  the  direc- 
tion in  which  pus  may  travel  or  new  growths  extend,  it  is  not 
diflficult  to  understand  the  arrangement  of  this  fascia  if  it  is 
regarded  as  a  fibrous  cuff  completely  investing  the  neck  from 
the  lower  jaw  to  the  clavicle,  and  from  the  external  occipital 
protuberance  to  the  spine  of  the  scapula.  Furthermore,  this 
fibrous  cuff  not  only  invests  the  neck,  but  from  its  inner  sur- 
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face  sends  out  a  number  of  partitions  which  form  sheaths  for 
the  muscles,  vessels,  and  glands,  dividing  the  neck  into  com- 
partments and  giving  stability  to  the  important  structures 
within. 


Divide  the  deep  cervical  fascia  into  three  principal  layers — 
{a)  the  outer  or  inveMlnii  lai/er, 

(b)  the  middle  or  pretracheal  laijcr, 

(c)  the  inner  or  prevertebral  lai/cr. 

Thus,  the  three  nameH  "inresting."  "pretracheal,"  and 
"prevertebral"  .suggest  the  general  trend  of  the  three  layers 
(Fig.  100). 
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(a)  The  outer  or  investing  layer  forms  the  fibrous  cufif  which 
completely  encircles  the  neck.  In  its  investment  of  the  neck, 
however,  it  splits  into  layers  to  form  sheaths  for  the  muscles 
in  the  following  manner:  Tracing  it  from  behind,  where  it  is 
attached  to  the  ligamentum  nuchse  and  the  spinous  processes 
of  the  cervical  vertebrae,  it  immediately  splits  to  encircle  the 
trapezius  muscle.  The  two  lamellae  unite  again  at  the  anterior 
border  of  this  muscle  and  pass  forward  to  the  posterior  edge  of 
the  sternomastoid  muscle,  where  it  again  divides  to  ensheath 
the  muscle  and  unite  at  its  anterior  border  into  a  single  layer, 

which  finally  blends  in  the  middle  line 
with  that  of  the  "linea  alba"  of  the 
neck. 

Laterally,  the  outer  fascia  is  attached, 
above,  to  the  lower  border  of  the  jaw, 
the  mastoid  process,  and  the  superior 
curved  line  of  the  occipital  bone;  below, 
to  the  clavicle,  just  above  which  it  is 
pierced  by  the  external  jugular  vein.  In 
the  median  line  it  is  attached  to  the 
hyoid  bone,  and,  below,  it  divides  into 
two  layers  which  are  attached,  respec- 
tively, to  the  anterior  and  posterior 
margins  of  the  upper  border  of  the 
sternum.  Between  these  layers  is  a  space 
containing  fat  and  one  or  two  small 
lymphatic  glands  (Fig.  101). 

(b)  The  middle  or  pretracheal  layer  is 
given  off  from  the  outer  layer  behind 
the  sternomastoid  muscle.  It  passes  for- 
ward and  forms  the  carotid  sheath  (con- 
taining the  common  carotid,  the  internal 
jugular  vein,  pneumogastric  nerve,  and 
a  number  of  lymphatic  glands).  It  en- 
closes the  omohyoid  muscle,  passes  in 
front  of  the  trachea,  enveloping  the  thyroid  gland,  and  joins 
the  fascia  of  the  opposite  side. 

Above,  it  is  attached  to  the  hyoid  bone;  ])elow,  it  passes 
down  to  the  sternum,  enclosing  the  brachio-cephalic  vein  and 
thence  into  the  anterior  mediastinum,  where  it  unites  with  the 
pericardium. 

(c)  The  iyiTier  or  prevertebral  lai/er  is  given  off  from  the 
outer  layer  at  the  anterior  border  of  the  trapezius  muscle. 


Fig.  101.— The  Deep  Cer- 
vical Fascia  Between 
THE  Hyoid  and  Ster- 
num. 

A,  The  outer  layer;   B,  the 
middle  layer. 
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It  passes  behind  the  pharynx  and  esophagus,  and  in  front 
of  the  spine  and  prevertebral  muscles;  above,  it  is  attached 
to  the  base  of  the  cranium;  below,  to  the  first  rib,  where 
the  inner  portion  becomes  continuous  with  the  posterior 
mediastinum;  the  outer  portion  forms  the  sheath  of  the  sub- 
clavian vessels  and  continues  do^^^lward  with  them  into  the 
axilla. 

According  to  Tillaux,  this  arrangement  of  the  cervical  fascia 
forms  four  spaces  and  has  an  important  influence  upon  the 
course  of  cervical  abscess. 

(a)  The  space  between  the  skin  and  outer  layer  is  common 
to  the  whole  cervical  region,  and,  when  the  site  of  subcutaneous 
abscess,  shows  a  great  tendency  toward  extension. 

(6)  The  space  between  the  outer  and  middle  layers  is  narrow 
above,  where  the  two  layers  are  in  contact.  Below,  it  is  equal 
in  depth  to  the  sternum  and  clavicle,  which  space  is  filled  with 
fat  and  a  few  lymph-glands;  most  of  the  abscesses  of  the  neck 
originate  in  this  space  and  usually  point  externally.  They  are 
prevented  from  burrowing,  either  into  the  mediastinum  or 
axilla,  by  the  attachment  of  the  middle  layer  of  fascia  to  the 
clavicle  and  sternum. 

(c)  The  space  between  the  middle  and  inner  layers  (pre- 
tracheal and  prevertebral  layers)  is  the  largest  space  and  con- 
tains all  the  essential  organs  of  the  neck.  Below,  this  space 
communicates  directly  with  the  thorax  and  axilla;  hence, 
a  collection  of  pus  in  this  compartment  might  burrow  either  into 
the  thorax  or  axilla.  This  is  the  dangerous  area  of  the  necky  and 
abscesses  here  should  he  promptlj/  drained. 

(d)  The  space  behind  the  inner  or  prevertebral  layer  is  very 
narrow.  It  is  most  frequently  the  site  of  cold  abscesses,  due  to 
tuberculosis  of  the  vertebrae.  The  acute  abscesses  originate  in 
the  lymphatic  glands.  An  abscess  in  this  space  in  the  region 
of  the  pharynx  is  known  as  retropharj/ngeal  abscess.  If  such  an 
abscess  is  not  drained  through  the  mouth  or  neck  it  may  gravi- 
tate into  the  mediastinum.  In  general,  it  may  be  well  to 
remember  that  collections  of  pus  in  the  neck  may  clinically  be 
divided  into  two  classes: 

(a)  Pus  in  front  of  the  middle  or  pretracheal  layer  usually 
points  to  the  surface  and  confines  itself  to  the  neck. 

(b)  Pus  behind  the  middle  or  pretracheal  layer  is  in  the 
dangerous  area;  there  is  no  tendency  to  point  to  the  surface, 
and  unless  promptly  drained  it  will  gravitate  toward  the 
mediastinum  or  axilla. 
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The  lymphatic  glands  of  the  neck  have  already  l^een  dis- 
eiipsed  ill  ihcir  !ippropri;ite  region.-!.     A  brief  rfeumc'  of  their 


applied  anatomy  will  :;ervo  lu  emphasize  their  surgical  impoi'- 
tance. 

The  neck  is  one  of  the  most  important  Ij-mph  stalions  of 
the  body.     Not  only  ia  it  rich  in  lymphatic  glands,  but  at  the 
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base  of  the  neck  empty  the  two  great  lymphatic  canals — the 
thoracic  duct  and  the  right  lymphatic  duct.  The  general 
arrangement  of  these  glands,  according  to  Poirier,  is  as  follows: 
A  glandular  collar  encircles  the  neck  at  its  junction  with  the 
head.  From  this  passes,  on  either  side,  a  vertical  chain  under- 
neath the  sternomastoid,  accompanying  the  vessels  and  nerves 
as  far  as  the  junction  of  the  neck  and  thorax  (Fig.  102). 

Regions  Drained. — Not  only  do  the  cervical  lymphatics 
drain  the  surrounding  regions — the  head,  face,  nose,  mouth, 
and  throat — but  lymphatics  from  the  breast,  stomach,  and 
esophagus  also  communicate. 

Enlarged  glands  of  the  neck,  while  they  may  be  due  to 
primary  inflammation  or  tumor,  are  usually  secondary  to 
infection  or  cancer. 

Remember  that  the  lymph-stream,  when  blocked,  may  travel 
in  any  direction;  hence,  the  glandular  collar  about  the  neck 
constitutes  a  formidable  barrier  to  infection  from  the  head 
and  neck  above,  and  from  the  thorax  below. 

Tuberculous  glands  are  by  far  the  most  common  tumor  of 
the  neck  and  the  most  frequent  cause  of  abscess.  The  original 
lesion  is  in  those  parts  drained  by  the  glands,  usually  in  the 
nasopharj'nx  or  tonsils. 

Remember,  in  operating  upon  tubercular  glands  of  the  neck, 
that  the  palpable  enlargement  is  no  index  of  the  extent  of 
involvement;  one  or  two  enlarged  glands  on  the  surface  usually 
lead  to  a  nest  of  tubercular  glands  extending  along  the  internal 
jugular  vein  even  as  far  as  the  clavicle;  hence,  the  operation  for 
extirpation  of  tubercular  glands  requires  an  exact  anatomic 
dissection  and  is  a  procedure  of  major  importance. 

Cancerous  Glands. — Involvement  of  the  neighboring  lym- 
phatics is  secondar}'  to  every  cancerous  growth.  Hence, 
modern  surgery  recognizes  no  operation  for  cancer  which  does 
not  include  a  thorough  removal  of  all  the  neighboring  lymphatic 
glands.  In  cancer  of  those  parts  drained  by  the  cervical 
lymph-glands  the  possibility  of  extirpating  the  infected  glands 
is  not  insurmountable,  since,  as  Crile  has  shown,  the  collar  of 
lymphatics  forms  an  extraordinary  barrier  through  which 
cancer  rarely  penetrates,  and  every  portion  of  this  barrier  is 
surgically  accessible. 

The  thorough  extirpation  of  cancerous  glands  of  the  neck 
usually  necessitates  excision  of  the  internal  jugular  vein. 
Many  observers  have  shown  that  botli  internal  jugulars  may  be 
excised  without  circulatorv  disturbance. 
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While  the  enlargement  of  the  lymph-glands  usually  occurs  on 
the  side  of  the  original  lesion,  yet  this  does  not  invariably 
follow;  a  notable  exception  is  found  m  cancer  of  the  posterior 
surface  of  the  tongue,  where  enlarged  glands  may  l)e  found  on 
the  opposite  side  of  the  lesion.  Hence,  in  cancer  of  the  tongue 
the  lymphatic  glands  should  be  removei.!  from  both  sides  of  the 
neck. 

Note  also  that  cancer  of  the  breast,  stomach,  and  esophagus 
is  followed  by  enlarged  glands  of  the  neck. 

Beside  the  secondary  affections  the  cervical  glands  may  be 
primarily  the  site  of  sarcoma,  which  may  attain  a  large  size  and 
destroy  life  by  compression  of  important  structures. 


— LocsnoN  oftheOi 


Hodgkia's  disease  Is  a  multiple  hyiiertrophy  of  the  lym- 
phatic glands,  beginning  in  the  neck  and  later  involving  the 
glaniis  of  the  axilla  and  groin.  It  is  associated  with  pro- 
gressive anemia  and  enlarged  spleen. 

Branchial  fistulse  and  cysts  are  due  to  imperfect  oblitera- 
tion of  one  of  the  branchiid  clefts.  Senn,  in  quoting  Roser, 
shows  that  imperfect  closure  of  any  one  of  the  branchial  tracts 
may  result  in  three  conditions: 

(a)  Branchial  fistula,  when  the  entire  tract  remains  open, 
there  being  an  internal  and  external  orifice. 
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(6)  Cystic  fistula^  when  one  end  of  the  tract  is  closed. 

(c)  Branchial  cyst,  when  both  ends  of  the  tract  are  closed,  the 
intermediate  portion  remaining  open. 

The  external  orifices  of  these  fistulae  are  usually  indicated  by 
a  nodule  of  skin  and  are  situated,  according  to  Sutton,  in  the 
line  of  the  anterior  border  of  the  sternomastoid  muscle  opposite 
the  angle  of  the  jaw,  the  thyrohyoid  space,  and  the  sterno- 
clavicular articulation  (Fig.  103). 

The  internal  orifices  are  either  in  the  region  of  the  tonsil  or 
the  sinus  pyriformis.  The  treatment  consists  in  complete 
extirpation.  This,  as  can  be  conjectured,  consists  in  an  exact 
anatomic  dissection  of  some  difficulty,  owing  to  the  adherence 
of  the  wall  of  the  tract  to  the  sheath  of  the  great  vessels  and  the 
difficulty  of  following  the  tract  to  its  ultimate  termination  in 
the  wall  of  the  pharynx. 


PART   11 

THE   THORAX 


CHAPTER  XI 
SURFACE  ANATOMY 

r 

In  examining  the  surface  of  the  thorax  note  that  the  sternum 
may  be  palpated  from  its  upper  to  its  lower  border.  Note 
the  suprasternal  notch  on  the  upper  border  between  the  sterno- 
clavicular articulations.  The  trachea  may  be  felt  passing 
behind  it,  and  it  is  just  above  the  notch  that  low  tracheotomy 
is  performed  (Fig.  104). 

Pass  the  fingers  along  the  surface  of  the  sternum  and  note 
the  prominent  transverse  ridge  which  marks  the  junction  of 
the  manubrium  and  gladiolus.  This  junction  is  known  as  the 
angulus  Ludavici,  directly  behind  which  lie  the  arch  of  the  aorta 
and  the  bifurcation  of  the  trachea.  It  also  marks  the  jun€tion 
of  the  second  costal  cartilage;  hence,  the  second  rib  may  thus 
be  readily  located.  At  the  lower  end  of  the  sternum  may  be 
felt  the  ensijorm  cartilage. 

Identify  and  count  the  ribs.  Remember  that  the  first  rib 
can  be  felt  only  by  pressing  the  finger  downward  and  backward 
behind  the  clavicle.  The  second  rib  is  the  first  rib  that  can 
be  palpated  on  the  surface,  and  is  opposite  the  transverse 
ridge  on  the  sternum.  All  the  ribs  should  be  identified  and 
their  oblique  direction  noted.  Their  spinal  attachment  being 
higher  than  their  sternal  attachment,  it  follows  that  the  anterior 
extremity  of  the  ribs  is  on  a  lower  plane  than  the  posterior; 
thus  the  first  rib  in  front  corresponds  to  the  fourth  rib  behind, 
etc. 

The  intercostal  spaces  in  front  are  wider  than  behind,  the 
third  being  the  widest. 

Examine  the  mamviary  gland.  In  the  male  it  is  rudimentary; 
in  the  female  it  is  more  or  less  developed,  and  extends  from 
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the  third  to  the  seventh  rib,  and  from  the  border  of  the  sternum 
to  that  of  the  axilla.  The  nipple  is  situated  a.  little  below  the 
summit  of  the  gland  (opposite  the  fourth  intercostal  space  and 
in  the  midclavicular  line),  and  is  surrounded  by  a  darker 
circular  area,  the  areola. 

Examine  the  pccloralis  major  rmiscle.  Bring  the  arm  at  right 
angles  to  the  body  and  throw  the  muscle  into  a  state  of  tension. 
Note  the  prominent  ridge  formed  by  its  lower  border,  extending 


from  the  fifth  rib  to  the  upper  part  of  the  arm.  and  thus  forming 
the  anterior  wall  of  the  axilla. 

In  the  same  manner  demonstrate  the  lalissimui'  dorst.  forming 
the  posterior  wall  of  the  axilla. 

In  a  thin  and  muscular  subject  the  digitations  of  the  serratus 
viadnuK  mugclr  may  be  .'^cen  on  the  side  of  the  chest  by  raising 
the  arm  to  the  side  of  the  head.     Only  the  digitations  con- 
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nected  with  the  fifth,  sixth,  seventh,  and  eighth  ribs  are  visible, 
the  most  prominent  being  the  sixth. 

Palpate  the  apex  beat.  Its  normal  position  is  in  the  fifth 
intercostal  space,  about  3^  inches  to  the  left  of  the  middle 
line  of  the  sternum. 

Behind,  the  scapula  covers  the  ribs  from  the  second  to  the 
seventh. 

The  inferior  angle  of  the  scapula  corresponds  to  the  fifth 
intercostal  space  in  the  axillary  line,  the  point  at  which  a 
puncture  is  made  for  withdrawing  the  fluid  in  pleuritic  effusion. 


CHAPTER  XII 
THE  THORAX 

The  thorax  is  a  bony  cage  situated  between  the  neck  and 
abdomen,  containing  the  heart,  lungs,  esophagus,  and  roots  of 
the  great  vessels. 

It  is  bounded  in  front  by  the  sternum,  behind  by  the  vertebral 
column,  and  laterally  by  the  ribs. 

Above,  it  directly  communicates  with  the  neck;  below,  it  is 
separated  from  the  abdomen  by  a  musculo-aponeurotic  parti- 
tion, the  diaphragm. 

Below,  the  thorax  is  overlapped  above  by  the  lower  cervical 
region,  the  pleural  apex  extending  into  the  neck  from  i  to  1 
inch. 

The  thorax  overlaps  the  upper  part  of  the  abdomen,  the 
diaphragm  forming  a  dome  with  its  convexity  above,  rising 
in  front  as  far  as  the  level  of  the  fifth  rib.  The  arched  dia- 
phragm thus  greatly  increases  the  capacity  of  the  abdomen  and 
portions  of  the  abdominal  viscera,  such  as  the  liver,  stomach, 
and  spleen,  are  hidden  under  the  thorax.  Note,  therefore,  how 
penetrating  wounds  of  the  inferior  portion  of  the  thorax  may 
enter  both  the  thoracic  and  abdominal  cavities. 

In  the  normal  chest  the  anteroposterior  diameter  is  much 
shorter  than  the  transverse.  The  ribs  slope  downward  and 
forward  and  form  a  subcostal  angle  of  90°. 

The  tw^o  halves  of  the  chest  are  rarely  symmetric. 

The  circumference  of  the  chest  should  measure  not  less  than 
half  the  length  of  the  body. 

In  flat  chest  the  anteroposterior  diameter  is  shorter  than 
normal;  the  ribs  slope  downward  so  as  to  form  a  subcostal 
angle  of  less  than  90°.  This  form  of  chest  is  found  in  individuals 
predisposed  to  pulmonary  tuberculosis. 

Barrel-shaped  or  emphysematous  chest  is  due  to  permanent 
distention  of  the  air-vesicles  of  the  lung.  The  anteroposterior 
diameter  is  nearly  equal  to  the  transverse,  and  the  subcostal 
angle  is  greater  than  90°. 

Retracted  chest  is  a  unilateral  condition  sometimes  following 
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pneumonia.  It  is  brought  about  by  a  fibroid  condition  of  the 
lung  and  the  pleura,  which  by  being  adherent  substantially 
retract  the  diameters  of  the  chest. 

Pigeon  breast  is  an  abnormal  projection  of  the  sternum 
beyond  the  level  of  the  ribs,  the  anteroposterior  diameter 
being  considerably  lengthened.  It  is  found  where  respiration 
is  obstructed  by  enlarged  postnasal  adenoids,  and  in  rachitic 
children  in  whom,  also,  there  frequently  occur  nodular  enlarge- 
ments at  the  junction  of  the  ribs  with  their  cartilage  which 
produce  a  beaded  appearance  termed  the  ^'rachitic  rosary. ^^ 

The  sternum  forms  the  anterior  boundary  of  the  chest 
cavity.  It  presents  a  median  vertical  depression  corresponding 
to  the  line  of  fusion  of  its  two  lateral  halves,  and  transverse 
crests  which  represent  the  line  of  juncture  of  its  three  distinct 
parts.  The  skin  covering  it  is  thick  and  not  very  mobile,  and 
almost  devoid  of  sensation  in  the  median  line.  It  is  a  favorite 
site  for  the  formation  of  keloid  after  a  cicatrix;  hence,  the 
importance  of  primary  union  in  wounds  of  this  region. 

Gummatous  tumors  have  a  predilection  for  the  soft  parts 
covering  the  sternum. 

The  sternum  consists  of  three  parts:  the  manubrium, 
gladiolus,  and  ensiform  cartilage.  It  has  been  compared  to  a 
sword,  the  three  parts  representing,  respectively,  the  handle, 
blade,  and  point.  A  distinct  transverse  ridge  marks  the  line 
of  junction  between  tlie  manubrium  and  the  gladiolus.  It 
corresponds  to  the  articulation  of  the  second  rib  and  may  be 
of  service  in  counting  the  ribs  in  a  fleshy  subject. 

The  top  of  the  sternum  presents  a  depression,  the  inter- 
clavicular  notchy  on  the  sides  of  which  are  tlie  articular  surfaces 
for  the  sternal  end  of  the  clavicle. 

On  the  lateral  borders  of  the  sternum  are  the  seven  articular 
cavities  which  receive  the  costal  cartilages  of  the  seven  true 
ribs.  Each  of  these  forms  an  arthroidal  joint  and  is  held  in 
place  by  the  perichondrium,  which  is  continuous  with  the 
periosteum  of  the  sternum. 

At  the  lower  part  of  the  sternum,  near  the  ensiform  appendix 
in  the  median  line,  there  sometimes  exists  a  round  hole,  the 
sternal  jorameriy  sometimes  large  enough  to  admit  the  little 
finger.  This  orifice  may  establish  communication  between 
a  mediastinal  abscess  and  the  exterior,  or  a  subcutaneous 
abscess  mav  invade  the  cellular  tissue  l)ehind  the  sternum. 

The  sternum  is  developed  in  lateral  halves.  When,  because 
of  lack  of  development,  the  two  halves  fail  to  fuse  in  the  median 
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line,  we  have  a  condition  of  cleji  sternum,  which  may  give  rise 
to  displacements  of  the  viscera  behind. 

Fracture  of  the  sternum  by  direct  violence  is  unusual, 
owing  to  the  elasticity  of  the  ribs  to  which  it  is  attached.  It  is 
more  liable  to  occur  indirectly  by  overextension  or  flexion 
of  the  trunk.  It  has  more  frequently  occurred  from  a  fall 
on  the  head,  the  chin  being  forcibly  driven  against  the  sternum. 

The  spongy  character  of  the  tissue  predisposes  it  to  osteitis. 
Those  whose  occupations  bring  constant  pressure  against  the 
sternum,  such  as  shoemakers,  are  liable  to  be  affected  with 
periostitis,  abscess,  and  tubercular  osteitis. 

The  sternum  has  been  trephined  for  mediastinal  abscess  and 
for  paracentesis  of  the  pericardium. 

The  ribs  are  twelve  in  number.  Seven  of  these  articulate 
directly  with  the  sternum  (the  true  ribs).  The  lower  five 
are  the  false  ribs,  the  first  three  of  which  have  their  cartilages 
attached  to  the  cartilage  of  the  rib  above,  and  the  last  two 
(the  floating  ribs)  are  free  at  their  anterior  extremities.  The 
ribs  are  composed  of  spongy  lx)ne  tissue  covered  with  a  thin 
layer  of  compact  bone.  They  may  be  the  site  of  caries  from 
traumatism,  or  from  tubercular,  syphilitic,  or  typhoid  infection. 

Supernumerary  ribs  are  rare.  The  most  frequent  appear- 
ance of  this  phenomenon,  and  the  most  interesting  from  a 
surgical  standpoint,  is  that  of  the  seventh  cervical  rib.  It 
comes  from  the  transverse  process  of  the  seventh  cervical 
vertebra  and  is  found  on  both  sides,  but  unequally  developed. 

Surgically,  it  presents  an  exostosis  occupying  the  subclavian 
fossa  and  independent  of  the  clavicle.  It  may  compress  the 
vessels  and  nerves  beneath  the  clavicle,  in  which  case  it  should 
be  extirpated.  It  is  worth  noting  that  it  is  frequently  adherent 
to  the  pleural  cul-de-sac,  and  delicate  dissection  will  be  necessary 
to  free  it. 

The  ribs  are  attached  behind,  to  the  vertebnr,  and  in  front, 
to  the  sternum  by  the  interposition  of  cartilage,  which  gives 
to  the  thorax  great  elasticity.  It  must  he  remembered  that 
the  direction  of  the  ribs  is  oblique  from  above  down  and  that 
the  posterior  extremities  are  much  higher  than  the  anterior. 

Because  of  the  external  convexitv  of  the  ribs  a  bullet  mav 
strike  a  rib  without*  entering  the  chest  and,  following  the  rib 
around,  may  lodge  at  a  point  opposite  the  wound  of  entrance. 

The  inferior  angle  of  the  scapula  is  a  convenient  point  from 
which  to  locate  the  ribs.  If  a  horizontal  line  be  passed  around 
the  thorax  at  this  angle,  this  line  at  the  sternum  will  correspond 
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to  the  interspace  between  the  fourth  and  fifth  ribs,  and  at  the 
nipple  to  the  fifth  rib.  The  fifth  rib  in  front  corresponds  to 
the  ninth  rib  behind. 

Fracture  of  the  Ribs. — ^The  ribs  most  frequently  broken 
are  the  middle  ones:  the  sixth,  seventh,  and  eighth.  The  rib 
least  frequently  fractured  is  the  first,  since  it  lies  under  the 
protection  of  the  clavicle. 

The  floating  ribs  are  rarely  fractured. 

The  ribs  are  broken  by  muscular  action,  as  in  coughing  or 
sneezing,  or  by  indirect  violence  when  pressure  is  exaggerated 
and  exceeds  the  limits  of  elasticity,  as  when  a  wheel  passes 
over  the  chest,  or  by  direct  violence  from  a  blow.  The  point 
of  fracture  is  very  apt  to  be  in  its  weakest  part,  just  in  front 
of  the  angle  of  the  rib.  No  shortening  or  vertical  displacement 
occurs,  because  of  the  attachment  of  the  intercostal  muscles. 

When  the  fragments  are  bent  inward  they  may  tear  the 
pleura,  penetrate  the  lung,  and  give  rise  to  severe  pain, 
dyspnea,  spitting  of  blood,  and  traumatic  pneumonia;  in 
some  instances  fatal  hemorrhage  has  ensued. 

Incomplete  fracture  of  the  rib  is  quite  common  where  the 
ordinary  symptoms  of  fracture  are  wanting.  The  most  reliable 
symptom  of  this  condition  is  pain  at  a  fixed  point,  increased 
at  the  time  of  inspiration. 

In  cases  of  empyema,  when  it  is  necessary  to  give  free  vent  to 
the  pus,  resection  of  a  rib  is  the  proper  procedure.  The  point 
of  election  is  the  sixth  rib  in  the  midaxillary  line.  The  rib  is 
removed  subperiosteally,  to  preserve  the  intercostal  vessels. 

In  old  cases  of  empyema  where  the  lung  is  prevented  from 
expanding  because  of  adhesions,  the  rigid  chest  wall  can  no 
longer  adapt  itself  to  the  crippled  lung  and  it  may  be  neces- 
sary to  resect  a  number  of  ribs  to  effect  a  permanent  depression 
of  the  chest  wall.  This  may  be  accomplished  by  Estlander's 
operation,  which  consists  in  the  removal  of  portions  of  the 
second,  third,  fourth,  fifth,  sixth,  and  seventh  ribs. 

The  intercostal  spaces  correspond  to  the  ribs  between 
which  they  are  placed,  taking  their  name  from  the  rib  above; 
thus  the  space  between  the  second  and  third  is  the  second 
intercostal  space. 

They  are  narrower  behind  than  in  front.  The  spaces  are 
widest  above.  The  last  four  are  the  narrowest.  These  spaces 
are  occupied  by  the  intercostal  muscles,  vessels,  and  nerves. 

Along  the  under  and  inner  border  of  each  rib  is  the  costal 
groove,  which  lodges  and  protects  the  vessels,  the  vein  being 
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above,  the  artery  in  the  middle,  and  the  nerve  below — {V-A-N 
from  above  down)  (Fig.  105), 

The  intercostal  arteries  come  from  the  aorta,  the  superior 
intercostal  of  the  subclavian,  an<l  from  the  internal  mammary. 
They  occupy  the  costal  groove  by  which 
they  are  protected  in  nearly  their  entire 
course.  In  paracentesis  of  the  thorax 
the  needle  should  be  inserted  close  to 
the  upper  border  of  the  rib  to  avoid 
wounding  the  vessels. 

The  internal  mammary  artery  lies 
between  the  costal  cartilages  and  the 
pleura,  running  parallel  with  the  ster- 
num and  about  \  inch  external  to  its 
border.  It  anastomoses  by  its  termi- 
nal branch  with  the  deep  cRipastric 
artery,  thus  forming  an  anastomosis 
between  the  upper  and  lower  extremi- 
ties. It  may  be  wounded  in  stabs  of  f,u.  lai.— showbtheCoht*!, 
the  chest.  Ligation  of  the  artery  is  pI;S?I^™e"vw".*'"' 
performed  through  a  vertical  incision 

in  the  second  intercostal  space,  a  finger's-breadth  from    the 
external  border  of  the  sternum. 

The  intercostal  nerves  are  of  great  practical  interest,  not 
only  because  of  the  local  affections  to  which  they  are  subject, 
but  more  especially,  on  account  of  the  referred  pains  which 
traverse  their  area  of  tlistribution.  The  first  five  intercostal 
nerves  supply  the  chest  wall  and  the  overlying  skin.  A  branch 
of  the  second  intercostal  nerve — the  intercostokuiti^at  nerce— 
crosses  the  axilla  and  supplies  the  skin  on  the  inner  and  back 
part  of  the  arm  and  is  often  joined  by  the  lesser  internal 
cutaneous.  Hence,  in  mammary  tumors,  and  in  enlarged 
glands  of  the  axilla,  pain  is  often  reflected  down  the  arm  to  the 
internal  condyle. 

Intercostal  neuralgia  is  frequently  accompanied  by  groups 
of  vesicles  developing  in  the  skin  along  the  course  of  the  nerve. 
This  affection  belongs  to  that  class  of  akin  (iiseases  known  as 
herpes  zoster,  or  shingtes — names  which  describe  the  girtlle-like 
character  of  the  eruption. 

The  lower  six  intercostal  nerves  and  the  last  dorsal  nerve  not 
only  supply  the  chest  wall,  but  are  continued  on  to  the  abdomen, 
supplying  skin,  mi'scles,  and  peritoneum  of  the  abdominal  wall. 

The  sixth  and  seventh  supply  the  area  over  the  pit  of  the 
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stomach,  the   tenth  the  region  of  the  umbilicus.     The  last 
dorsal  sends  filaments  to  the  skin  of  the  gluteal  region. 

The  distribution  of  these  nerves  is  of  great  diagnostic  impor- 
tance, for  in  many  diseases  affecting  the  nerve  trunks  pain  is 
referred  to  their  peripheral  terminations.  Hence,  we  frequently 
hear  children  suffering  from  P(Al's  disease  complain  of  "  pain  in 
the  belly."  Irritation  of  a  single  pair  of  nerves  gives  the  sensa- 
tion as  if  a  cord  were  tied  around  the  abdomen.  Pleurisy  and 
■pneumonia  may  be  accompanied  by  an  apparent  "acute  abdo- 
men," the  pain,  tenderness,  and  rigidity  of  the  abdominal 
walls  simulating  peritonitis.  The  pneumonias  oj  children  fre- 
quently start  with  pain  in  the  epigastrium.  Pain  in  the  upper 
and  front  part  of  the  chest  may  be  due  to  irritation  of  the  third 
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and  fourth  cervical  nerves,  which  furnish  cutaneous  branches 

to  this  region. 

The  mammary  region  has  for  its  chief  interest  a  considera- 
tion of  the  female  breast  (Fig,  106). 

The  mammary  gland,  rudimentarj'  in  the  male,  presents  in 
the  female  a  smooth,  rounded  prominence  forming  the  bust.  It 
lies  between  the  two  laj'ers  of  superficial  f;i-scia.  e.xtending  from 
the  third  to  the  seventh  rib,  and  from  llie  sternum  to  the 
anterior  axillarj-  border.  Instances  arc  recorded  of  super- 
mimeniry  glands  in  the  axilla  and  in  the  region  of  Scarpa's 
triangle.  Portions  of  the  mammary  gian<l  may  be  congeni- 
tally  implanted  beneath  the  deep  fascia  and  become  the  start- 
ing-point of  tumor. 
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The  female  breast  varies  in  size  during  life,  following  closely 
in  its  cycle  the  activity  of  the  uterus.  In  childhood  it  is  rudi- 
mentary, at  puberty  it  develops,  during  pregnancy  and  lactation 
it  reaches  its  greatest  size,  after  the  menopause  it  atrophies. 

The  gland  is  surmounted  at  its  summit  by  the  nipple^ 
a  "cylindric  elevation  of  erectile  tissue  covered  with  dark 
wrinkled  skin."  The  top  of  the  nipple  presents  the  termina- 
tions of  fifteen  to  twenty  lactiferous  ducts  which  form  little 
dilatations,  or  ampullae,  just  before  entering  the  nipple,  and  end 
in  orifices  smaller  than  the  duct.  The  nipple  is  opposite  the 
fourth  intercostal  space. 

Immediately  surrounding  the  nipple  is  a  pigmented  area  of 
skin,  the  areola.  In  women  who  have  not  borne  children  it  is  of 
a  pinkish  hue;  during  pregnancy  it  becomes  deeply  pigmented 
(dark  brown)  and  remains  ever  after  as  evidence  of  the  first 
pregnancy.  In  the  areola  are  a  number  of  sebaceous  glands, 
the  tubercles  of  Monigoynery.  They  become  prominent  during 
pregnancy,  and  secrete  an  oily  substance  which  acts  as  a  lubri- 
cant to  protect  the  nipple  durin^r  hictation. 

The  nipple  is  frequently  the  site  of  excoriations  and  fissures 
during  glandular  activity,  which  may  be  the  starting-point  of 
mammary  abscess. 

Chronic  inflammation  of  the  skin  of  the  nipple  (eczematous) 
is  often  the  beginning  of  Paget' s  disease  and  may  finally  ter- 
minate in  mammary  carcinoma. 

The  subcutaneous  mammary  tissue  frequently  contains 
a  large  amount  of  fat.  It  passes  in  front  and  behind,  the  gland 
sending  prolongations  between  the  lobes;  hence,  the  size  of  the 
breast  is  due  to  the  amount  of  fatty  tissue  rather  than  the 
amount  of  glandular  structure.  A  large  breast  does  not  mean 
large  glandular  capacity. 

Lipomata  of  the  mammary  gland  are  rare.  When  they  develop 
in  the  submammary  tissue  they  push  the  gland  forward  and 
render  diagnosis  difficult. 

Structure  of  the  Mammary  Gland. — The  mammary  gland 
consists  of  three  kinds  of  tissue:  fibrous,  glandular,  and  fatty 
(Fig.  107). 

The  fibrous  structure  is  formed  by  the  two  layers  of  superficial 
fascia  which  furnishes — 

(a)  The  capside — the  two  layers  of  fascia  between  which  the 
gland  is  contained. 

(6)  The  septa — the  fascial  partitions  extending  between  the 
lobes  of  the  gland.     Some  of  these  processes  are  attached  to  the 
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nipple  and  skin,  and  form  the  "suspensory  ligaments"  of  Sir 
Asl.ley  Cooper. 

The  gland  structure  is  of  the  racemose  variety.  It  consists 
of  ."moll  secretinK  lobules  with  confluent  ducts  which  unite  to 
form  a  lobe.  From  each  lol>e  runs  a  JacHjerous  duel  which 
terminates  in  the  nipple. 
The  fifteen  or  twenty  lac- 
liferous  ducts  just  liefore 
entering  the  nipple  are 
liilated,  the  ampulla?  form- 
ing temporary  reservoirs  for 
the  milk.  The  terminal  ori- 
fice is  smaller  than  the  duct. 
When  a  lactiferous  duct  be- 
comes olistructed  and  tlis- 
tended  with  milk  there  is 
some(ime.s  formed  a  large 
tiimor-:-ya/(u:(oce/f  or  lacteal 
Ci/st. 

Theseducts  are  lined  with 
epithelium,  continuous  with 
the  skin  externally  and  the 
glandular  epithelium  inter- 
nally. 

.\  submammary  bursa 
sometimes  exists  in  the 
lower  cellular  tissue  be- 
tween the  gland  and  the 
pectoral  fascia.  It  may  be 
the  site  of  a  retrotnammary 
iiljscesa  de\'cloped  during 
I  he  puerperal  period;  as  it 
increases  In  size  the  gland 
is  projected  forward. 

The  arteries  supplying 
the  mammary  gland  are 
branches  of  the  long  thoracic,  the  internal  manimaiy.  and  the 
intercostals.  The  arteries  are  all  of  small  caliber  while  the 
gland  is  quie.scenl.  During  lactation  they  increase  and  acquire 
a  considerable  size. 
The  nerves  supplying  the  breast  are  the  anterior  cutaneous 
'branches  of  the  second,  third,  fourth,  and  fifth  intercostals, 
the  lateral  branches  of  the  third,  fourth,  and  fifth  intercostals. 
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and  the  supraclavicular  branches  of  the  cervical  plexus.  This 
nerve  supply  explains  the  pain  areas  in  affections  of  the  breast 
which  are  manifest  in  the  shoulder,  necli.  bacl^,  and  down  the 
inner  side  of  the  arm  (from  the  intercostohumeral). 

The  mammary  l3rmphatics  play  a  very  important  r6Ie  in 
tlie  pathology  of  this  region  (Fig.  lOS).     They  consist  of: 


(a)  The  cutaneous  lymphatics; 

(6)   The  areolar  lymphatics; 

(c)    The  glandular  lymphatics. 

The  cutaneous  lymphatics  carry  the  lymph  from  the  integu- 
ment of  the  breast,  except  the  nipple  and  areola,  and  converge  in 
collecting  trunks  which  terminate  in  the  axillary  glands  of  the 
same  side.     The  cutaneous  lymphatics  near  the  sternum  may 


216  THE  THORAX 

cross  over  and  the  lymphatics  of  one  side  terminate  in  the  axUlary 
glands  of  the  opposite  side. 

The  areolar  hjmphaiics  drain  the  nipple  and  areola  and  the 
trunklets  pass  into  the  important  plexus  situated  beneath 
the  areola — the  subareolar  plexus  of  Sappey. 

The  glandular  lymphaiics  form  a  network  about  the  lobules 
and  milk-ducts  and  the  collecting  trunks  pass  into  the  sub- 
areolar  plexus. 

Thus  the  subareolar  plexus  is  the  central  plexus  which 
collects  the  lymphatics  from  the  nipple,  areola,  and  glandular 
substance. 

From  the  subareolar  plexus  two  large  trunks  pass  to  the 
axilla.  The  internal  trunk  passes  from  the  internal  side  of  the 
gland  around  the  inferior  border  of  the  subareolar  plexus  and 
along  the  lower  border  of  the  pectoralis  major  to  the  axilla. 

The  external  trunk  passes  from  the  external  side  and  runs 
directly  outward  to  the  axilla. 

The  accessory  mammary  lymphatics  are: 

(a)  The  axillary — a  small  inconstant  channel  which  comes 
from  the  inferior  part  of  the  mammary  gland  and  passes 
directly  to  the  axilla. 

(h)  The  subclavian — a  trunk  which  comes  from  the  posterior 
surface  of  the  mammary  gland,  penetrates  the  pectoralis 
major,  and  running  between  the  two  pectoral  muscles  empties 
into  the  subclavian  glands. 

(c)  The  Internal  Mammary. — These  lymphatics  come  from 
the  inner  part  of  the  mammary  gland,  they  follow  the  course 
of  the  perforating  branches  of  the  internal  mammary  artery^ 
and  reach  the  retrosternal  glands. 

The  lymphatics  of  the  great  pectoral  ramify  throughout  the 
muscle  and  are  collected  in  trunks  which  empty  into  the  sub- 
clavian, the  axillary,  and  the  retrosternal  glands. 

Neoplasms  of  the  Breast. — The  breast  is  a  region  specially 
inclined  to  morbid  manifestations. 

Painful  Subcutaneous  Tubercle. — In  the  subcutaneous  tissue 
about  the  circumference  of  the  gland  are  sometimes  found  small 
hard  nodules,  about  the  size  of  a  pea.  They  are  composed  of 
fibrous  tissue  and  cause  excruciating  pain  because  of  the 
involved  nerve  filaments. 

IJpomata  may  develop  superficially,  interstitially,  or  sub- 
mammary. In  the  latter  case  the  gland  is  pushed  forward  and 
diagnosis  is  diflficult.  Contrary  to  what  might  be  supposed,, 
lipomata  are  rare. 
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The  other  tumors  are  adenoma,  fibroma,  sarcoma,  and 
carcinoma.  There  is  a  great  tendency  of  the  gland  structure  to 
undergo  cystic  degenerations,  such  as  cystic  adenoma  and 
muitilocular  cystadenoma.  These  tumors  may  attain  an 
enormous  size  and  are  usually  movable  on  the  pectoral  muscle. 
The  sarcomas  are  late  in  involving  the  l>Tnphatics,  the  fibrous 
capsule  protects  the  neighboring  parts,  and  operative  results 
are  good. 

Cancer  of  the  breast  from  an  anatomic  aspect  presents 
many  points  of  interest.  Cancer  spreads  by  way  of  the 
lymphatics  and  a  cancerous  breast  from  a  surgical  standpoint 
i^  co-extensive  with  the  b/mphatics  which  drain  it. 

The  symptomatology  of  this  affection  is  readily  explained 
by  applying  the  anatomic  facts. 

(a)  Pain  is  rarely  an  early  symptom,  since  the  nerves  are 
not  involved  until  the  process  l)egins  to  involve  adjoining 
lobes.  Pain  when  present  is  reflected  to  the  shoulder,  neck, 
back,  and  down  the  inner  side  of  the  arm  (see  pages  271  to 
273). 

(6)  Retracted  nipple  occurs  only  when  the  part  immediately 
below  the  nipple  is  involved.  The  nipple  is  pulled  inward  by 
the  contraction  of  the  fibrous  septa  and  the  lactiferous  ducts 
immediately  beneath  it;  hence,  cancer  in  other  parts  of  the 
gland  would  not  produce  this  condition. 

(c)  Puckering  of  the  skin  is  caused  by  the  contraction  of  the 
fibrous  septa  which  run  to  the  skin  and  produce  multiple 
points  of  retraction,  resembling  pig  skin  or  the  skin  of  an 
orange.  By  the  general  contraction  of  these  fibrous  septa  the 
skin  finally  becomes  adherent  to  the  growth. 

(d)  Adhesion  of  the  Gland  to  the  Pcctoralis  Major. — As  the 
growth  proceeds  backward  the  gland  becomes  adherent  to 
the  sheath  of  the  pectoralis  muscle.  In  order  to  appreciate 
this  symptom  the  gland  should  be  moved  in  the  direction  of  the 
fibers  of  the  muscle,  never  across  the  fibers,  since  in  the  latter 
movement  the  muscle  moves  with  the  gland. 

(e)  Glandular  Involvement. — Cancer  soon  ceases  to  be  a  local 
affection  and  becomes  regional  by  being  disseminated  along 
the  lymphatic  channels  which  drain  the  part;  hence,  the  second 
stage  of  cancer  is  manifest  by  glandular  involvement.  Most 
of  the  lymphatics  of  the  breast  go  to  the  axillary  glands  and 
these  are  usually  the  first  to  be  involved. 

The  subclavian  glands  become  involved  by  extension  from 
the  axillary   glands   or  by   the   accessory  subclavian  trunk, 
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which  comes  directly  from  the  posterior  surface  of  the  mammary 
gland. 

The  retrosternal  glands  are  infected  by  way  of  the  internal 
mammary  lymphatics  and  mediastinal  involvement  follows. 
This  infection  is  more  frequent  when  the  inner  portion  of  the 
breast  is  involved. 

Cross  Infections. — Some  of  the  cutaneous  lymphatics  at  the 
sternal  border  cross  from  one  side  to  the  other;  hence,  infections 
in  one  breast  may  involve  the  other,  or  cancer  of  one  breast 
may  involve  the  axillary  glands  of  the  opposite  side. 

A  block  in  the  lymphatic  circulation  causing  the  lymph  to 
flow  in  the  opposite  direction  will  cause  unusual  infections  to 
occur  in  the  head  of  the  humerus,  the  retrosternal  glands,  etc. 

When  the  nipple  or  areola  is  involved  the  entire  gland 
becomes  infected  through  the  subareolar  plexus. 

The  sternal  portion  of  the  pectoralis  major  becomes  early 
involved.  The  clavicular  portion  is  anatomically  distinct  and 
l:)ecomes  involved  onlv  as  a  late  manifestation  of  the  disease. 
The  treatment  of  cancer  of  the  breast  to  be  effective  must  depend 
upon  the  surgeon's  appreciation  of  the  regional  anatomy. 
In  carcinoma  of  the  breast  the  mammary  gland  per  se  is  but 
a  fractional  part  of  the  tissue  involved.  Remember  thai  a 
cancerous  breast  is  co-extensise  with  the  lymphatics  which  drain 
ity  and  upon  this  anatomic  basis  is  founded  the  modern  oper- 
ation for  the  removal  of  mammarv  carcinoma.  It  includes  a 
removal  of  the  gland  and  integument,  the  sternal  portion  of  the 
pectoralis  major,  division  of  the  pectoralis  minor  (to  facilitate 
the  clearing  of  the  great  vessels),  removal  of  the  axillary  glands 
and  the  vein  if  involved,  together  with  the  supra-  and  infra- 
clavicular glands.  It  is  not  necessary  to  endeavor  to  save  the 
pectoralis  minor,  since  its  retention  adds  nothing  to  the  func- 
tional result. 

Abscess  of  the  breast  is  quite  frequent  l>ecause  of  its  ex- 
posure to  infection.     The  most  common  atria  of  infection  are: 

(a)  The  lactiferous  ducts,  ten  or  fifteen  in  number,  termin- 
ating at  the  summit  of  the  nipple. 

(h)  The  '^tubercles  of  Montgomery/^  the  sebaceous  glands 
surrounding  the  nipple. 

The  majority  of  infections  take  place  during  lactation.  The 
sucking  infant  produces  a  congestion  of  the  parts,  and  unless 
they  are  kept  scrupulously  clean  bacteria  easily  find  their  way 
into  the  lactiferous  ducts  or  the  sebaceous  glands,  and  an 
inflammatorv  focus  which  results  in  an  abscess  of — 
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(a)  The  areola — usually  circumscribed  and  showing  no  tend- 
ency to  spread. 

(6)  A  lobe — the  process  being  confined  between  the  septa. 

(c)  The  breast — the  septa  being  broken  down  and  the  process 
diffusing  itself  among  a  number  of  lol)es. 

(d)  The  svbmammarii  connective  tissue  becoming  involved, 
the  pus  is  likely  to  point  at  the  anterior  axillary  fold. 

Incisions  of  the  breast  should  radiate  from  the  nipple  to 
avoid  severing  the  lactiferous  ducts. 

The  close  relation  of  the  mammary  gland  to  the  pectoralis 
major  causes  movements  of  this  muscle  to  he  communicated  to 
the  gland.  Hence,  in  all  inflammatory  affections  and  after 
operations  upon  the  gland,  where  rest  to  the  part  is  desired, 
the  arm  should  be  bandaged  to  the  chest. 

The  thoracic  cavity  may  be  divided  into  three  irregular 
compartments.  Two  of  these  compartments  are  occupied, 
respectively,  by  the  right  and  left  lungs  with  their  pleural 
investments.  The  remaining  compartment,  occupying  a  posi- 
tion between  the  two,  is  the  mediastinal  space;  it  lodges  the 
remaining  thoracic  viscera. 

The  diaphragm  is  the  musculo-aponeurotic  partition  which 
separates  the  chest  from  the  abdomen.  It  forms  the  floor  of 
the  thoracic  cavity  and  the  roof  of  the  abdomen.  In  respira- 
tion it  helps  to  increase  or  diminish  the  cavity  of  the  thorax. 
It  is  composed  of  three  layers — a  fibromuscular  layer,  covered 
above  by  the  pleura  and  pericardium,  and  below  by  peritoneum. 
It  forms  an  irregular  dome,  with  the  convexity  above.  It  is 
about  J  inch  higher  on  the  right  side  than  on  the  left.  On  the 
right  side  it  reaches  to  the  level  of  the  fifth  chondrosternal 
articulation,  on  the  left  onlv  to  the  sixth  chondrosternal  articu- 
lation,  at  the  median  line  it  forms  a  plateau  on  which  rests  the 
pericardium. 

It  is  inserted  along  the  interior  of  the  whole  circumference 
of  the  thoracic  cage,  and,  above,  it  is  attached  to  the  peri- 
cardium. 

Between  the  two  fasciculi,  attached  to  the  base  of  the  ensiform 
cartilage,  is  a  space  filled  with  connective  tissue,  which  is  con- 
tinuous with  the  subperiosteal  connective  tissue.  Through 
this  channel  inflammations  of  the  thorax  mav  be  communi- 
cated  to  the  abdomen  or  ince  versa. 

The  central  tendon  of  the  diaphragm  is  a  strong  aponeu- 
rosis forming  the  center  of  the  dome.  It  is  situated  immediately 
below  the  pericardium,  with  which  structure  it  is  partly  blended. 
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It  is  composed  of  several  layers  of  intersecting  fibers  which  give 
it  additional  strength. 

The  openings  in  the  diaphragm  are  three: 

(a)  The  aortic  opening,  an  osseo-aponeurotic  notch  in  front 
of  the  twelfth  dorsal  vertebrae  which  transmits  the  aorta,  the 
vena  azygos  major,  and  the  thoracic  duct. 

(6)  The  esophageal  o-pening,  situated  between  the  muscular 
fibers  of  the  two  crura.  It  transmits  the  esophagus  and  the 
pneumogastric  nerve. 

(c)  The  vena  cava  opening,  situated  between  the  right  and 
middle  leaflets  of  the  tendon,  transmits  the  vena  cava  and 
usually  a  branch  from  the  right  phrenic  nerve.  To  the  margins 
of  the  opening  are  attached  the  walls  of  the  vein,  which  is  thus 
kept  open  when  the  diaphragm  contracts. 

The  nerves  of  the  diaphragm  are  the  phrenic,  the  lower 
intercostals,  and  the  phrenic  plexus  of  the  sympathetic. 

The  diaphragm  is  the  principal  muscle  of  inspiration.  When 
paralyzed,  respiration  is  carried  on  almost  entirely  by  the 
intercostals,  and  the  abdominal  viscera  push  upward  against 
the  relaxed  thoracic  floor,  crowding  the  heart  and  preventing 
free  circulation  through  the  great  vessels.  In  embarrassed 
respiration  the  patient  breathes  better  in  the  sitting  posture, 
since  this  position  relieves  the  diaphragm  of  the  pressure  from 
the  abdominal  viscera. 

Hiccup  is  a  sharp  inspiration  due  to  irritation  of  the  phrenic 
nerve  causing  an  intermittent  spasm  of  the  diaphragm.  It  is 
also  caused  by  distention  of  the  stomach,  pleurisy,  pericarditis, 
or  peritonitis. 

Rupture  of  the  diaphragm  may  occur  as  the  result  of  great 
violence.  The  abdominal  viscera,  stomach,  colon,  etc.,  may 
then  penetrate  the  thoracic  cavity,  but  the  lungs  never  pass 
into  the  abdomen  in  this  injury. 

Wounds  of  the  diaphragm  are  very  serious.  They  are  the 
result  of  penetrating  wounds  of  the  chest  and  abdomen,  and 
usually  involve  important  viscera. 

The  pleura  is  a  serous  membrane  forming  a  closed  sac.  It 
invests  the  lung  as  far  as  the  root  and  is  reflected  on  the  inner 
surface  of  the  thorax  and  the  upper  surface  of  the  diaphragm 
(Fig.  109).  The  cavity  of  the  pleura  is  in  the  interior  of  the 
sac.  There  is,  however,  no  actual  cavity  normally  existing 
between  the  parietal  and  visceral  pleura.  Such  a  cavity  is 
potential  and  exists  when  the  lung  collapses  and  separates 
from  the  chest  wall.     The  right  and  left  pleura  do  not  com- 
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municate.     They  are  separated  at   the  median  line  by  the 
mediastinal  space. 

The  pleural  sinus  is  a  trian^lar  interval  at  the  base  of  the 
pleural  cavity,  unoccupied  by  the  lung.  It  separates  the 
thoracic  wall  from  the  external  and  superior  surface  of  the 
diaphragm  (see  Fig.  109).  Through  this  interval  the  diaphragm 
may  be  penetrated  without  wounding  the  lung.  Hernia  of  the 
omentum  through  a  wound  of  the  chest  has  followed  such  an 
injury. 


In  opcratinp:  upon  the  kidney  ihroUKh  the  lumbar  ind.sion  the 
surgeon  should  not  carry  llie  incision  too  near  the  twelfth  rib, 
or  the  pleura  may  l)e  o]>enod. 

The  pleura  does  not  entirely  cover  the  superior  surface  of  the 
diaphragm,  the  central  portion  is  intimately  blended  with  the 
pericardium,  at  the  border  of  which  it  is  reflected  alxive  and 
forms  the  mediastinal  pleura. 
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The  apex  of  the  pleura  rises  from  1  inch  to  IJ  inches  above 
the  first  rib  and  the  subclavian  artery  passes  over  it,  forming 
a  slight  groove. 

Pleurisy  is  an  inflammation  of  the  pleura  which  may  be  the 
result  of  an  extension  from  the  lung,  as  in  pneumonia  or  tuber- 
culosis, or  it  may  be  primary,  as  in  rheumatism.  When  it  is 
thus  affected  an  exudate  is  thrown  out  which  may  fill  up 
almost  the  whole  of  one  side  of  the.  chest,  obliterating  the 
intercostal  furrows,  compressing  the  lungs,  and  displacing  the 
heart  (Fig.  110).     This  effusion  is  termed  hydrothorax. 

The  presence  of  fluid  in  the  chest  gives  a  flat  percussion  note, 
which  shifts  with  the  position  of  the  patient. 

When  the  exudate  thrown  out  is  plastic  in  character,  rough- 
enings  are  produced  on  both  the  visceral  and  parietal  pleura, 
which,  rubbing  against  each  other,  give  rise  to  a  friction  sound; 
hence  the  term  dry  pleurisy. 

When  the  fluid  in  the  chest  is  purulent  it  is  called  pyothorax 
or  empyema. 

Pus  in  the  pleural  cavity  may  discharge  spontaneously 
through  the  lung,  through  the  diaphragm  and  into  the  abdomen, 
into  the  pericardium,  or  externally,  through  the  chest  wall. 

Thoracentesis  is  the  process  of  puncturing  the  chest  wall 
by  means  of  an  aspirator  for  the  purpose  of  withdrawing  the 
fluid.  The  point  for  inserting  the  needle  is  in  the  fifth  inter- 
space on  the  midaxillary  line,  which  is  on  a  level  with  the 
angle  of  the  scapula.  Note  that  the  angle  of  the  scapula  is  a 
safe  guide  on  either  side  for  puncturing  the  thorax  without 
wounding  the  diaphragm.  When  the  fluid  is  purulent  it  may 
be  necessary  to  resect  a  rib  for  the  purpose  of  securing  efficient 
drainage. 

Pneumothorax  is  an  accumulation  of  air  in  the  pleural 
cavity.  It  may  be  caused  by  a  penetrating  wound  of  the  chest, 
by  a  perforation  of  the  lung,  and,  according  to  Owen,  a  malig- 
nant ulceration  of  the  esophagus  may  sometimes  let  air  into  the 
pleura.  "The  most  dangerous  form  of  pneumothorax  is  that 
associated  with  a  valvular  wound  of  the  lung.  The  air  is 
pumped  into  the  pleural  cavity  with  each  inspiration  and 
continues  to  accumulate  within  it;  the  lung,  meanwhile,  col- 
lapses and  becomes  compressed,  and  the  heart  is  pushed  over 
to  the  opposite  side.  Dyspnea  becomes  extreme  and  relief 
must  be  afforded  by  introducing  a  trocar  through  an  inter- 
costal space  and  allowing  the  cannula  to  remain  in  situ " 
(Taylor). 
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Neoplasms  of  the  Pleura. — The  pleura  may  be  the  site  of 
endothelioma,  carcinoma,  sarcoma,  or  fibroma.  The  malignant 
forms  are  secondary  to  a  growth  in  the  lung. 

Tumors  of  the  pleura  simulate  pleural  effusions  and  render 
diagnosis  difficult. 

The  lungs  occupy  four-fifths  of  the  thoracic  cavity  and  are 
situated  on  each  side  of  the  mediastinum.  "They  are  sus- 
pended by  the  root  and  hang  free  in  the  pleural  cavity.''  The 
costal  surface  is  convex  and  in  relation  with  the  ribs  and 
intercostal  spaces.  It  is  this  surface  which  is  wounded  in 
fractures  of  the  ribs  or  penetrating  wounds  of  the  chest.  The 
internal  or  mediastinal  surface  is  concave,  especially  the  left. 
On  this  surface  is  formed  the  root  of  the  lung,  a  pedicle  composed 
of  the  bronchi  which  lie  behind,  with  the  pulmonary  artery  in 
the  middle,  and  the  pulmonarj^  veins  in  front.  From  above 
down  the  arrangement  of  the  two  sides  differs;  on  the  right  side 
it  is  bronchus,  pulmonary  artery,  pulmonary  vein;  on  the  left, 
pulmonary  artery,  bronchus,  pulmonary  veins.  These  struc- 
tures are  surrounded  bv  an  abundance  of  cellular  tissue  and 
lymphatics.  They  are  bound  together  by  the  pleura,  which 
envelops  the  pedicle  and  is  reflected  on  to  the  mediastinal 
surface  of  the  lung.  The  internal  surface  of  the  left  lung  is 
much  more  concave  than  the  right  lung  because  of  the  obliquity 
of  the  heart;  hence,  the  left  lung  covers  a  great  part  of  the 
pericardium,  so  that  in  wounds  of  the  heart  the  anterior  portion 
of  the  left  lung  is  frequently  involved  and  emphysema  of  the 
mediastinum  follows. 

The  apex  of  the  lung  projects  1  or  H  inches  above  the  first  rib, 
in  a  cul-de-sac  of  the  pleura,  which  is  grooved  externally  by  the 
subclavian  artery. 

The  bases  of  the  lungs  correspond  to  the  diaphragm  and  are 
concave  and  much  lower  behind  than  in  front.  The  base  of  the 
right  lung  is  separated  from  the  liver  only  by  the  thickness  of 
the  diaphragm;  hence,  an  abscess  or  cyst  of  the  liver  may  easily 
penetrate  the  diaphragm  and  open  into  the  pleura  or  bronchi. 

The  landmarks  for  the  lower  border  of  the  lung  are:  in 
the  nipple  line — the  sixth  rib. 

In  the  wid-axillanj  line — the  ninth  rib. 

^In  the  line  of  the  lower  angle  of  the  seapula — the  tenth  rib. 

The  anterior  borders  converge  from  the  apices  to  the  junction 
of  the  manubrium  and  gladiolus,  where  they  are  in  immediate 
contact.  From  this  point  they  diverge;  the  right  descending 
almost  vertically  to  the  sixth  chondrosternal  joint,  where  it 
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turns  outward  to  follow  the  line  of  the  diaphragm;  the  left 
anterior  border  of  the  lung  descends  alongside  the  right  as  far 
as  the  fourth  chondrosternal  articulation,  where  it  deviates 
outward  in  the  direction  of  the  apex  of  the  heart.  In  the  child 
the  lungs  are  separated  above  and  in  front  by  the  interposition 
of  the  thymus  gland. 

The  ^posterior  border  of  the  lung  is  round,  almost  resembling 
a  surface.  It  occupies  the  costovertebral  groove  and  descends 
to  the  eleventh  rib. 

The  lungs  are  characterized  by  their  great  elasticity,  the 
air-cells  themselves  being  particularly  tenacious  and  diflBcult 
to  rupture.  Hence,  they  may  be  compressed  within  a  very 
small  space,  or  they  are  capable  of  great  expansion.  When 
the  chest  is  opened  the  pressure  of  the  outside  air  causes  the 
lung  to  retract  toward  the  vertebral  column,  though,  rarely,  the 
lung  may  protrude  through  a  wound  of  the  chest  wall  and 
prevent  the  air  from  entering  the  pleural  cavity. 

The  blood  supply  of  the  lungs  is  from : 

(a)  The  pulmonary  artery  and  veins  which  carry  the  blood 
to  and  fro  for  purposes  of  oxygenation.  These  vessels  accom- 
pany the  bronchial  tubes  and  terminate  in  a  capillary  network 
upon  the  walls  of  the  air-cells. 

(6)  The  bronchial  arteries y  which  supply  nutrition  to  the 
tissues  of  the  lung,  are  branches  of  the  thoracic  aorta  or  the 
intercostals. 

The  lymphatics  of  the  lung  form  a  rich  plexus  beneath  the 
pleura  and  about  the  lobules  and  bronchi.  They  accompany 
the  blood-vessels  and  bronchi  throughout  the  lung  and  empty 
into  the  bronchial  glands  at  the  root  of  the  lung. 

The  nerves  are  from  the  sympathetic  and  pneumogastric, 
from  which  plexuses  are  formed,  the  filaments  of  which  accom- 
pany the  bronchial  tubes. 

Pulmonary  Embolism. — The  pulmonary  arterioles  are 
frequently  V^locked  by  clots  dislodged  from  one  of  the  systemic 
veins.  The  embolus  is  carried  to  the  right  heart  and  into  the 
pulmonary  artery,  where  it  acts  as  a  plug  and  blocks  the  circula- 
tion in  the  area  supplied  by  the  occluded  vessel.  The  infarcted 
area  is  wedge-shaped,  the  apex  being  at  the  site  of  the  embolus, 
the  base  at  the  surface  of  the  lung.  The  lung  is  the  ordf/  organ 
in  ivhieh  the  embolus  can  come  from  a  systemic  7rin.  A  pul- 
monary infarct  may  either  undergo  organization  or  end  in 
abscess  or  gangrene,  and  is  frequently  associated  with  hemor- 
rhagic pleurisy. 
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Emphysema  of  the  lungs  is  a  condition  due  to  the  presence 
of  air  in  the  interstices  of  the  connective  tissue,  or  to  excessive 
dilatation  of  the  air  passages.  In  patients  thus  affected  the 
chest  is  barrel  shaped  and  although  the  expansion  may  be 
large  they  suffer  from  dyspnea. 

Subcutaneous  emphysema  in  the  region  of  the  lungs  may  be  due: 
(1)  to  air  from  an  emphysematous  lung  leaking  into  the 
connective  tissue  of  the  neck  and  spreading  over  the  face  and 
trunk.  Such  a  condition  has  been  noted  in  women  during 
labor,  the  expulsive  effort  having  produced  rupture  of  the  air- 
cells  and  subsequent  infiltration  of  the  tissues  of  the  face  and 
eyelids  (Owen). 

(2)  The  most  common  cause  is  a  wound  of  the  thoracic  wall. 
This  may  be  due  to  a  penetrating  wound  involving  the  visceral 
pleura,  in  which  case  the  air  from  the  pneumothorax  may  be 
pressed  into  the  subcutaneous  tissues  by  respiratory  move- 
ments, or  the  lung  may  be  lacerated  without  an  external  wound, 
as  in  complicated  fracture  of  the  ribs,  the  air  from  the  lung 
passing  into  the  pleura  and  thence  into  the  subcutaneous 
tissues,  or  there  may  be  a  nonpenetrating  wound  of  the  thorax 
in  which  air  is  sucked  into  the  subcutaneous  tissue  by  the 
movements  of  respiration  alone.  This  condition  may  simulate 
at  first  a  penetrating  wound  of  the  lung. 

Wounds  of  the  lung  are  characterized  by  hemoptysis 
(spitting  of  blood  which  has  escaped  into  the  bronchi),  by 
hemothorax  (blood  escaping  into  the  pleura),  by  pneumo- 
thorax, and  emphysema.  Superficial  wounds  of  the  lung,  as  a 
rule,  cicatrize  quickly  and  are  not  attended  with  serious  conse- 
quences. They  may,  however,  be  followed  by  traumatic 
pneumonia.  The  gravity  of  the  wound  increases  as  it  ap- 
proaches the  root  of  the  lung. 

In  gun-shot  wounds  of  the  lung  the  Rontgen  ray  is  an  invalu- 
able aid  in  localizing  the  bullet.  No  exploration  should  be 
attempted  unless  the  location  of  the  bullet  is  known.  No 
removal  of  the  bullet  should  be  attempted  unless  it  can  be 
accomplished  without  serious  injury  to  the  viscus.  Expectant 
treatment  in  bullet  wounds  of  the  lung  has  accomplished 
more  than  radical  interference. 

The  lung  has  been  successfully  opened  and  drained  for 
gangrene  and  abscess,  and  resection  of  a  diseased  portion  has 
been  performed. 

The  mediastinum  is  a  space  corresponding  to  the  middle  of 
the  thoracic  cavity,  of  which  it  occupies  the  fifth  part.     It  is 
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bounded  laterally  by  the  mesial  pleura  of  the  lungs,  in  front 
by  the  sternum,  behiiui  liy  tlie  vertebral  column,  and  below 
by  the  diaphragm.  Above  it  communicates  directly  with 
the  neck.  The  middle  of  the  mediastinal  space  is  occupied 
by  the  heart  anil  its  pericardial  investure. 

While  the  subdivisions  of  this  spai-e  are  purely  arbitrary,  yet 
for  purposes  of  description  we  may  take  the  root  of  the  lung 
as  the  line  of  demarc  ition  and  divide  the  metUastmum  mto 
two  parts.  The  anterior  mediastinvm  is  the  space  between  the 
sternum  and  the  mterior  surfaie  of  the  root  of  the  lung   and 
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the  -posterior  mediastinum,  the  space  between  the  posterior  sur- 
face of  the  root  of  the  lung  and  the  vertebral  column  (Fig.  111). 
Except  the  heart  and  pericardium,  the  most  important  struc- 
tures are  found  in  the  superior  and  posterior  portions  of  the 
mediastinum.  They  are  the  trachea,  the  esophagus,  the  great 
^■essels  connected  with  the  heart,  the  pneumofjaatric  nerves, 
4vith  the  left  recurrent  laryngeal,  the  phrenic  and  cardiac 
nerves,  the  thymus  gland  or  its  remains,  bronchial  lymphatic 
glands,  and  the  thoracic  duct. 

The  pericardium  is  the  serofibrous  sac   which  invests  the 
heart.     It  is  the  shape  of  a  cone,  its  base  below  resting  on 
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the  central  tendon  of  the  diaphragm,  its  apex  directed  upward 
and  surrounding  the  great  vessels  for  about  two  inches  above 
their  cardiac  origin.  The  fibrous  character  of  the  sac  does 
not  permit  of  sudden  dist«ntion.  In  wounds  of  the  heart 
death  is  due  to  the  compression  caused  by  the  blood  which 
fills  the  pericardial  cavity.  In  pericardial  effusions  the  disten- 
tion is  gradual  and  the  pericardial  cavity  may  contain  from 
J  pint  to  3  pints. 

The  most  important  relation  of  the  pericardium,  from  a 
surgical  standpoint,  is  that  which  it  l>ears  to  the  anterior  wall 
of  the  chest.     It  lies  in  a  vertical  direction  behind  the  sternum. 


extending  above  from  the  second  chondrosternal  articulation 
on  the  right,  to  the  first  on  the  left.  Below  it  corresponds 
to  a  line  passing  through  the  base  of  the  ensiform  cartilage 
and  extending  2  cm.  beyond  the  right  border  of  the  sternum 
and  from  6  to  8  cm.  Iieyond  the  left  border.  It  will  thus  be 
seen  that  the  pericardium  has  a  very  extensive  relation  to  the 
anterior  thoracic  wall,  but  the  relation  is  nol  immediate,  except 
over  a  ver;/  small  area.  Over  the  greater  part  of  the  pericar- 
dium is  interposed  the  anterior  cul-de-sac  of  the  pleura  and  the 
anterior  borders  of  the  right  and  left  lungs;  hence,  wounds  of 


228  THE  THORAX 

the  heart  are  associated  with  injury  to  the  pleural  cavity  and 
the  lung. 

The  superficial  cardiac  triangle  corresponds  to  that  portion 
of  the  pericardium  which  is  not  separated  from  the  chest  wall 
by  lung.  It  is  found  by  drawing  a  base-line  from  the  apex  of 
the  heart  to  the  base  of  the  ensiform  cartilage.  A  second 
side  is  formed  by  a  sternal  line  drawn  from  the  level  of  the 
fourth  cartilage  to  the  base  of  the  ensiform.  The  third  side  is 
formed  by  the  anterior  border  of  the  left  pleural  cul-de-sac 
(Fig.  112).  Although  this  triangle  is  small,  it  is  of  great 
surgical  importance,  since  it  represents  the  only  directly  acces- 
sible portion  of  the  pericardium.  In  paracentesis  of  the  peri- 
cardium  the  aspirating  needle  should  enter  the  fifth  left  space, 
hugging  the  border  of  the  sternum.  It  must  be  remembered 
that  the  internal  mammary  artery  is  situated  only  ^  inch 
from  the  border  of  the  sternum.  It  is  much  safer  to  make  an 
incision  and  use  the  needle  only  when  the  pericardial  sac  is 
reached. 

In  suppurative  pericarditis  the  pericardium  should  be 
incised  and  the  cavity  irrigated.  This  may  be  done  by  resecting 
the  fifth,  sixth,  and  seventh  cartilages  on  the  left. 

The  precardial  region,  that  portion  of  the  chest  wall  which 
covers  the  anterior  surface  of  the  heart,  is  in  the  form  of  an 
irregular  quadrilateral  and  may  be  traced  upon  the  surface. 
The  four  angles  of  the  quadrilateral  are  located,  according  to 
Testut,  in  the  following  simple  manner: 

(a)  At  the  superior  border  of  the  third  costal  cartilage,  1  cm. 
to  the  right  of  the  sternum. 

(6)  At  the  sternal  articulation  of  the  fifth  right  costal  carti- 
lage. 

(c)  At  the  apex  beat,  the  superior  border  of  the  fifth  left 
costal  cartilage,  midway  between  the  nipple  and  the  sternum. 

{d)  In  the  second  left  intercostal  space,  2  cm.  from  the 
left  border  of  the  sternum  (Fig.  113). 

The  Heart. — The  relation  of  the  heart  to  the  chest  wall 
is  important  both  from  a  medical  and  surgical  standpoint. 
Until  recent  years  the  heart  was  exclusively  within  the  domain 
of  the  physician.  Recent  investigations  have  shown  that  it 
is  not  beyond  the  pale  of  surgery.  In  wounds  of  the  heart, 
where  prompt  intervention  has  been  afforded,  suture  of  the 
wound  has  in  many  cases  been  successful  and  the  patient's 
life  saved. 

The  relations  of  the  heart  to  the  chest  wall  are  nearlv  iden- 
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tical  with  those  of  the  pericardium.  It  lies  behind  the  sternum, 
two-thirds  of  its  surface  being  to  the  left  of  the  median  line 
of  the  sternum  and  one-third  to  the  right.  It  extends  verti- 
cally from  the  upper  border  of  the  third  rib  to  the  upper  border 
of  the  fifth. 

The  Situation  of  the  Valves  of  the  Heart. — The  pulmonary 
orifice  corresponds  to  the  junction  of  the  third  left  costsJ 
cartilage  with  the  sternum  (see  Fig.  113). 


A.  PulmoDsry  valve;  B.  aor 


The  aortic  orifice  is  situated  a.  liltle  Ixiiow  the  preceding, 
behind  the  sternal  end  of  the  third  left  intercostal  space  (see 
Fig.  li:j). 

The  tricuspid  orifice  corresponds  to  the  sternal  end  of  the 
fourth  right  intercostal  space  (see  Fig.  113). 

The  mitral  orifice  is  situated  alwve  the  preceding  and  to 
the  left  of  the  median  line  of  the  sternum  at  about  the  level 
of  the  third  intercostal  space  (see  Fig.  ll.'l). 

Wounds  of  the  Heart. — The  portion  of  the  heart  in  relation 
with  the  anterior  wall  of  the  chest  is  the  right  auricle  and 
ventricle;  hence,  woumls  in  the  third,  fourth,  and  fifth  spaces, 
to  the  right  of  the  sternum,  may  injure  the  right  auricle;  in 
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the  same  region  in  the  left,  the  right  ventricle.  Wounds  of 
the  auricle  are  more  rapidly  fatal  than  those  of  the  ventricle, 
because  of  its  thicker  walls  and  its  tendency  to  contract  and 
prevent  the  escape  of  blood. 

Likewise,  wounds  of  the  right  ventricle  are  more  serious 
than  those  of  the  left.  Except  the  superficial  cardiac  triangle 
be  penetrated,  wounds  of  the  heart  involve  the  pleura  and 
lung.  Wounds  of  the  heart  are  not  necessarily  fatal.  The 
greatest  danger  arises  from  the  accumulation  of  blood  in  the 
pericardium,  which  embarrasses  the  heart's  action.  Surgical 
intervention  has  proven  efficacious  and  should  be  attempted 
in  appropriate  cases. 

Exposure  of  the  Heart  in  Cardiorrhaphy. — When  suture 
of  the  heart  is  contemplated,  a  trap-door  flap  should  be  made, 
consisting  of  the  entire  thickness  of  the  thoracic  wall,  the 
flap  opening  outward. 

The  hinge  of  the  flap  corresponds  to  the  left  anterior  axillary 
line,  the  internal  incision  corresponds  to  the  line  of  the  left 
chondrosternal  articulations,  from  the  third  to  the  fifth  inter- 
costal space.  The  left  pleural  cul-de-sac  and  lung  are  retracted 
externally,  the  pericardium  incised,  and  the  heart  exposed. 

The  aorta  arises  from  the  base  of  the  left  ventricle  and 
ascends  to  the  second  right  chondrosternal  junction,  where  it 
arches  backward  and  to  the  left,  over  the  root  of  the  left  lung, 
and  descends  on  the  left  side  of  the  vertebral  column  to  the 
aortic  opening  in  the  diaphragm. 

The  relations  of  the  aorta  with  surrounding  structures  are 
of  prime  importance  in  interpreting  the  pressure  symptoms 
which  follow  in  the  wake  of  aneurysm. 

The  ascending  portion  has  in  front  the  posterior  surface  of 
the  sternum,  behind  the  root  of  the  right  lung,  to  the  right  the 
superior  vena  cava  and  the  right  auricle,  to  the  left  the  pul- 
monary artery. 

The  transverse  aorta  has,  in  fronty  the  pleura,  the  lungs, 
the  remains  of  thymus  gland,  and  the  left  pneumogastric, 
phrenic,  and  cardiac  nerves.  Behind  is  the  trachea,  esophagus, 
thoracic  duct,  and  the  left  recurrent  laryngeal  nerve.  /16or6, 
it  gives  off  the  innominate,  the  left  carotid,  and  subclavian 
arteries.  Below  are  the  pulmonary  artery,  the  ductus  arteri- 
osus, and  the  left  recurrent  laryngeal  nerve. 

The  descending  portion  lies  to  the  left  of  the  fifth  dorsal 
vertebra,  in  front  is  the  root  of  the  left  lung,  on  the  right  the 
esophagus  and  thoracic  duct,  on  the  left  the  lung  and  pleura. 
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These  relations  explain  the  symptomatology  of  aneurysm  of 
the  aortic  arch.  The  ascending  portion  is  most  frequently 
affected,  probably  because  the  outer  side  of  the  first  part 
receives  the  full  force  of  the  cardiac  impulse.  When  the  aneu- 
rysm has  attained  sufficient  size  it  may  absorb  the  sternum  and 
appear  as  a  pulsating  tumor  on  the  anterku-  surface  of  the 
chest.  Aneurysm  of  the  aortic  arch  may  project  as  a  pulsating 
tumor  above  the  suprasternal  notch.  It  may  press  upon  the 
veins  at  the  root  of  the  neck  and  cause  venous  engorgement, 
upon  the  recurrent  laryngeal  and  produce  of  voice,  by  pres- 
sure on  the  trachea  causing  cough  and  dyspnea,  or  upon  the 
esophagus,  producing  dysphagia.  The  phrenic  nerve  may  be 
irritated  and  hiccup  result.  Pressure  on  the  sympathetic  will 
cause  dilatation  of  the  pupil  on  the  affected  side. 

Aneurysm  of  the  descending  portion  presses  against  the 
vertebra,  causing  absorption  of  the  bone  and  a  boring  pain  in 
the  back.  The  pain  may  be  referred  to  areas  supplied  by  the 
intercostal  nerves.  It  mav  be  in  immediate  contact  with  the 
esophagus,  trachea,  left  bronchus,  pericardium,  and  pleura,  and 
rupture  into  any  one  of  them. 

The  lymphatics  of  the  mediastinum  play  an  important 
part  in  the  pathology  of  this  region.  The  glands  of  the  medias- 
tinum are  very  numerous,  and,  according  to  Delamere,  may  be 
divided  into  an  anterior  group  (those  in  the  anterior  mediasti- 
num), a  middle  group  (the  peritraeheobronchial  glands),  and 
a  posterior  group  (those  in  the  posterior  mediastinum). 

Those  in  the  anterior  mediastinum  lie  in  front  of  the  peri- 
cardium, behind  the  sternum.  They  receive  lymphatics  from 
the  anteromedian  portion  of  the  diaphragm  and  from  the  lower 
internal  mammary  glands. 

The  peritracheal  and  bronchial  glands  are  placed  between  the 
divisions  of  the  bronchi  and  about  the  bifurcation  of  the  trachea. 
These  glands  are  frequently  enlarged  because  of  the  frequent 
infections  to  which  they  are  exposed. 

The  posterior  mediastinal  glands  are  scattered  about  the 
esophagus. 

The  thymus  is  a  gland  of  considerable  importance  in  its 
bearing  upon  tumor  formation.  It  is  a  vascular  gland  situated 
in  the  superior  mediastinum.  Like  the  thyroid  and  supra- 
renals,  it  secretes  a  substance  which  passes  directly  into  the 
circulation,  the  nature  of  which  we  do  not  know. 

It  differs,  however,  from  other  glands  in  the  fact  that  it  is 
a  transitory  organ,  pertaining  especially  to  fetal  and  embryonic 
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life.  It  begins  to  atrophy  at  the  age  of  two,  and  at  the  twenty- 
fifth  to  the  thirtieth  year  we  find  but  a  vestige  of  it.  The 
remains  are  represented  by  a  fatty  mass  of  tissue,  with  some 
particles  of  thymus  tissue  persisting,  and  in  this  is  developed, 
undoubtedly,  certain  of  the  mediastinal  tumors. 

The  lymphatic^of  the  mediastinum  are  secondarily  involved 
in  cancer  (breast,  esophagus,  etc.)  or  they  may  be  infected  and 
give  rise  to  abscess. 

Mediastinal  Abscess. — The  mediastinum  contains  an  abun- 
dance of  loose  cellular  tissue  which  communicates,  above,  with 
the  cellular  tissue  of  the  neck,  and  below,  through  the  aortic 
orifice  of  the  diaphragm,  with  the  abdomen.  Thus,  pus  origi- 
nating in  any  of  these  regions  may  burrow  into  the  other. 
Abscess  may  be  consecutive  to  a  wound  of  the  chest,  fracture  of 
a  rib,  or  to  disease  of  surrounding  structures.  Pericarditis  is 
said  to  be  a  frequent  cause. 

Retropharyngeal  and  retro-esophageal  abscesses  may  open 
into  the  posterior  mediastinum.  Abscesses  originating  in  the 
vertebrae  of  the  neck  may  follow  along  the  vertebral  column 
and  point  in  the  ischiorectal  fossa. 

Mediastinal  Tumors. — Among  the  benign  tumors  are  found 
hypertrophic  thymus,  endothoracic  goiter,  lipoma,  fibroma, 
dermoid  cysts,  teratoma,  lymphadenoma;  sarcoma,  endothe- 
lioma, and  carcinoma  represent  the  malignant  varieties,  the 
first  being  twice  as  frequent  as  the  last. 

The  majority  of  primitive  cancers  develop  from  the  thymus 
or  its  atrophic  debris  (LetuUe). 

If  the  arrangement  of  the  structures  within  the  mediastinal 
space  be  kept  in  mind,  the  general  trend  of  the  symptomatology 
is  easily  understood.  These  symptoms  are  referable  to  dis- 
turbances of  respiration,  circulation,  or  innervation. 

The  diagnosis  of  these  tumors  is  always  difficult;  they  are 
seldom  diagnosed  definitely.  In  the  Rontgen  ray  we  have  an 
excellent  means  of  verifying  the  percussion  outlines. 

Aneurysm  never  causes  as  many  or  as  severe  symptoms  of 
pressure  as  a  mediastinal  tumor. 


PART   III 


THE   UPPER  EXTREMITY 


CHAPTER  XIII 
SURFACE  ANATOMY 

The  upper  extremity  is  essentially  the  organ  of  prehension, 
touch,  and  defense.  In  former  times  when  man  had  to  fight 
for  his  food  and  his  very  life,  the  latter  function  was  quite  as 
important  as  the  two  preceding.  With  the  advance  of  civili- 
zation the  necessity  for  defense  has  diminished,  so  that  now 
the  two  important  functions  of  this  member  are  prehension  and 
touch.  In  the  further  study  of  its  bones  and  joints,  its  range 
of  movements,  the  arrangement  of  its  vessels  and  muscles,  will 
be  seen  the  relation  of  structure  to  function  and  the  evidence  of 
its  w^onderful  adaptability. 

Surface  Markings. — The  clavicle  can  be  palpated  through- 
out its  entire  extent.  Its  outer  extremitv  articulates  with 
the  acromial  proce.ss,  forming  the  bony  summit  of  the  shoulder. 
The  tip  of  the  acromion  forms  a  prominent  point  from  which 
mea^surements  of  the  upper  extremitjf  are  rnadc  (Fig.  114). 
When  the  arm  is  hanging  with  the  palm  forward  it  is  in  a  line 
with  the  external  condyle  of  the  humerus  and  the  styloid 
process  of  the  radius.  Starting  from  the  acromion  process, 
the  spine  of  the  scapula  may  be  traced  backward.  Under  the 
inner  edge  of  the  deltoid  are  the  two  tuberosities  of  the  humerus. 
The  greater  tuberosity  is  the  more  prominent  and  is  in  a  line 
with  the  external  condyle.  The  lesser  tuberosity  is  more 
anterior  and  more  prominent,  although  smaller  than  the  greater. 
Between  the  two  lies  the  bicipital  groove,  lodging  the  long  tendon 
of  the  biceps  muscle.  With  the  arm  in  the  dependent  position, 
and  by  making  deep  pressure  in  the  axilla,  the  neck  of  the 
scapula  and  the  edge  of  the  glenoid  cavity  may  sometimes  be 
distinguished. 
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The  head  of  the  humerus  may  be  recognized  in  its  general 

outline  by  rotating  the  iirm  while  the  hand  grasps  the  shoulder 
just  below  the  acromion  process.  The  artlt-ular  surface  lies  in 
!i  line  with  the  internal  fondyle. 

Thecoracoid  process  may  be 
felt  under  the  erlge  of  the  del- 
toid by  making  deep  pressui'e 
beneath  the  clavicle  in  the  in- 
terval between  the  deltoid  and 
the  pectoralis  major.  In  well- 
developed  subjects  the  triangu- 
lar deltoid  munch  forming  the 
shoulder-cap  can  easily  l)e  de- 
fined (Fig.  115).  The  deltoid, 
with  the  head  of  the  humerus, 
gives  to  the  shoulder  its  rounded 
form.  Hence,  in  dislocation  of 
the  humeral  head,  or  in  par- 
alysis of  the  deltoid  following 
injury  to  the  circumflex  nerve, 
the  rounded  form  of  the  shoul- 
der wilt  be  replaced  by  a 
depression.  In  the  interval  be- 
tween the  deltoi<l  and  the  lec- 
tor a!  is  major  muscle  lies  the 
cephalic  vein  and  the  humero- 
thoracic  artery. 

The  subclavian  fossa  is  a 
depression  beneath  the  outer 
half  of  the  clavicle  in  which  lie 
the  axillary  vessels.  This  fossa 
is  obliterated  in  certain  forward 
dislocations  of  the  shoulder. 
The  Axilla. — ^With  the  arm  held  at  an  angle  of  45°,  the 
axillary  space  will  be  seen  to  resemble  a  pyramid,  lying  between 
the  chest  and  the  upper  part  of  the  arm  (see  Fig.  1 15) .  The  apex 
points  upward  between  the  clavicle  and  the  first  rib.  the  base  is 
formed  by  the  integument  and  axillary  fascia.  In  front  it  is 
bounded  by  the  pectoralis  major  and  minor;  behind  by  the 
aubscapularis,  teres  major,  and  latissimus  clorsi;  on  the  inner 
side  by  the  four  upper  ribs,  the  intercostal,  and  serratus  magnus 
muscles;  the  outer  side  by  the  upper  part  of  the  humerus  and 
the  coracobrachialis  and  biceps  muscles. 
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The  coracobrachialis  muscle,  when  the  arm  is  held  at 
a  right  angle,  may  be  distinctly  felt  passing  down  the  inner  side 
of  the  humerus. 

The  course  of  the  axillary  artery  may  be  traced  by  abduct- 
ing the  arm,  rotating  it  outward,  and  drawing  a  line  from  the 
center  of  the  davicle  to  the  groove  on  the  inner  side  of  the 
biceps. 

The  biceps  muscle  is  the  muscular  prominence  on  the  ante- 
rior portion  of  the  humerus.  On  each  sitle  of  the  muscle  is 
a  jiroove.  the  inner  beiuE  the  more  marked.     The 

urse    of    the    brachial    artery 

?.'JIK)nds  to  a  line  drawn   from 

the    center    of    the    clavicle  to 

ii(kl!eofthel>endof  tJie 

liDw.   the    arm    l«ing 

■Id  at  a  right  auftle. 

The  triceps  mus- 

!  is  at  the 

I  wick    of 


the  arm,  and  may  l>e  demonstrated 
bv  fon'il>lv  c\len<lin<;  the  f()re:inu  on  the 
anil   (Fig.' 115). 

The  Bony  Points  about  the  Elbow  (Fig.  1 16).--The  internal 
condyle  is  sharper,  more  prominent,  and  lower  than  the  exter- 
nal, and  lies  just  beneath  the  skin.  Between  the  internal  con- 
dyle and  the  olecranon  is  a  depression  which  lod{;es  the  ulnar 
nerve. 

The  external  condyle  is  more  rounded  and  is  placed  higher 
than  the  internal.  Just  below  the  external  condyle  is  a  dimple 
in  which  can  lie  felt  the  rounded  head  of  the  radius  when  the 
forearm  is  rotatetl. 

The  olecranon  process  can  be  felt  distinctly  in  all  positions 
of  the  joint. 

The  relation  of  the  three  bony  points,  the  externa]  and  inter- 
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nal  c 


ndyles,  and  the  tip  of  theolecr 


e  important  land- 
marks in  diagnosing  injuries  <if  tlie  elbow -joint. 

Relation  of  the  Three  Bony  Points  (Fig.  117).— If  the 
thumb  an<l  middle  fingers  be  placeti  on  the  internal  and  external 
condyles  and  the  indes  finger  on  the  tip  of  the  olecranon,  it 
will  be  found  that  these  l»ny  points  change  their  relationship 
i  the  forearm  is  flexed  or  extended.  When  the 
forearm  is  fully  extended  the  three  bony  points 
I  the  same  transvei'^  line.  In  semi- 
Hexiiin  the  tip  of  the  olecranon  is  Ijelow 
lundyles.  In  extreme  flexion  it 
lies  in  front  of  them.  Tliis  rela- 
tionship is  extremely  helpful 
a  diagnosing  fractures  and 
dislocations  about  the 
elbow-joint. 

Tlie  fold  of  the 

elbow  is    well 

hen 

__^^^^_  ,_^_   the  fnre- 

semiflexed ;  it  does  not 
correspond  to  the  articular  ' 
tion,  but  is  a  little  alxive  it. 

The  Superficial  Veins.— In 
well-muscled  arm,  if  th'e  musck 
held  in  a  state  of  tension,  the  su|>erficial  ' 

s  of  the  forearm  will  stand  out  so  that  "^ 
their  situation  may  t<e  easily  studied, 
be  seen  that  the  ulnar  vein  courses  along  the  ulnar  side  ol 
the  forearm  and  the  radial  vein  along  the  raiLal  side. 
The  median  vein  takes  a  median  course  between  the  two, 
and  all  receive  various  tributaries  in  their  course.  Alwut 
Ij  inches  below  the  bend  of  the  elbow  the  median  vein  divides 
into  two;  the  median  baKilic,  which  takes  an  inward  direction 
to  join  the  ulnar  and  form  the  hasiltc  rein  and  the  median 
cephalic,  which  takes  an  outward  direction  to  join  the  radial  and 
form  the  cephalic  rein.  These  veins  form,  at  the  bend  of  the 
elbow,  the  letter  M  {Fig.  IIS).  In  front  of  the  eUmw  is  seen 
a  depression,  the  antecubital  fossa.  It  i.*)  boundeil  on  the  outer 
Mde  by  a  muscular  eminence  composed  of  the  extensor  mn.sclea, 
on  the  inner  side  by  a  similar  eminence  composed  of  the  flexor 
muscles.     At  the  center  of  tlie  fossa  may  be  felt  the  tendon  of 
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the  biceps,  made  more  prominent  by  flexing  the  forearm.  To 
the  inner  side  of  this  tendon  may  be  felt  the  pulsations  of  the 
brachial  artery. 

The  radius  pan  be  palpated  throughout  its  entire  extent. 
Although  it  is  covered  by  muscles  to  some  extent  below  its 
head,  yet  if  the  muscles  be  made  flaccid,  the  palpating  finger  can 


distinctly  feel  the  bone  l>etween  the  muscles.  The  lower  two- 
thirds  is  subcutaneous. 

The  ulna  is  distinctly  felt  lieneath  the  skin  from  the  olecranon 
to  the  styloid  proce^.  The  tip  of  the  ulnar  styloid  process 
corresponds  to  the  line  of  the  wrist-joint.  The  tip  of  the  radial 
styloid  is  below  the  line  of  the  joint. 

The  "anatomic  snuff-box"  is  the  depression  seen  on  the 
dorsum  of  the  hand  at  the  radial  si<le  when  the  thumb  is 
extended.  It  forms  a  trian^lar  hollow  bounded  on  each  side 
by  the  tendons  of  the  extensor  brevis  and  longus  pollicis;  its 
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base  is  formed  by  tlie  styloid  process  of  the  radius.     It  contains 

the  radial  ariery  and  vein. 
The  radial  artery  can  be  felt  pulsating  against  the  lower 

extremity  of  the  radius  where  the  pulae  is  usually  ol>served. 
The  ulnar  artery  can  lie  felt  by  relaxing  and  flexing  the 

wrist  and  thrusting  the  finger  under  tiie  tendon  of  the  flexor 

carpi  ulnaris. 

The  tubercle  of  the  scaphoid  may  be  felt  on  the  radial  side 

of  the  hand  at  the  upper  part  of  the  muscles  of  the  thumb. 
The  pisiform  bone  is  palpable  on  the  ulnar  side  of  the  hand 

at  the  upper  extremity  of  the  raiisrles  of  the  little  finger. 
The  distal  ends  of  the  metacarpal  bones  may  al!  be  palpat«<l. 

The  proximal  ends  are  obscured  by  the  muscles  and  tendons  in 

which  they  are  emliedded. 

The  knuckles  are  in  every  instance  formed  by  the  head  of 

the  proximal  bone  of  the  articulation,  but  the  line  of  Ike  joint 

i"  lover  lluiii  ihe  corrc.^iHnulnuj  knurklr. 

Ill  the  palm  of  the  hand 
\\  ill  iie  seen  a  triangidar  hol- 
low, the  apex  pointing  up- 
ward. It  is  bounded  on 
cilhcr  side  bj'  a  muscular 
elevation  belonging  to  the 
thumb  and  little  fin^r.  The 
one  at  the  ba.'W  of  the  thumb 
is  the  Ihmar  eminence  (the 
l>all  of  the  thumb),  the  one 
;il  llie  base  of  the  little  finger 
is  the  hupolkenar  eminence 
(ihe  i>ali  of  the  Uttle  finger). 
Tlie  apex  of  this  triangle 
rorre.-iponiis  to  the  lower 
luiidpr  of  the  anterior  annu- 
ls!!' liiiument.  On  the  back 
<y\  tlie  hand  are  the  venous 
a  It  lies  from  which  origin- 
ale  the  radial  and  posterior 
ulnar  veins.  The  spaces  be- 
tween the  metacarpal  bones  are  filled  by  the  dorsal  interosseous 

muscles.     When  the  idnar  nerve  is  paralyzed  the.se   muscles 

atrophy  and  a  peculiar  prominence  of  these  bones  follows. 
The   Palmar  Folds.— By  slightly   flexing  the   fingers  and 

adducting  the  thumb  there  appear  in  the  palm  three  promi- 
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nent  creases  or  folds.  The  first  curves  about  the  base  of  the 
thenar  eminence  and  is  produced  by  the  apposition  of  the  thumb. 
It  starts  at  the  wrist,  between  the  thenar  and  hypothenar 
eminences,  curves  about  the  base  of  the  former,  and  ends  at  the 
radial  border  of  the  hand  at  the  base  of  the  index  finger. 

The  radial  transverse  fold  starts  where  the  first  fold  ends, 
runs  transversely  and  slightly  downward  across  the  palm,  and 
ends  at  the  radial  border  of  the  hypothenar  eminence. 

The  ulnar  transverse  fold  starts  at  the  ulnar  border  of  the 
hand  at  the  base  of  the  little  finger,  runs  transversely  and 
slightly  upward,  and  ends  opposite  the  cleft  between  the  index 
and  middle  fingers.  When  the  hand  is  tightly  flexed  these  two 
transverse  folds  merge  and  practically  form  one. 

The  superficial  palmar  arch  is  represented  by  a  line  drawn 
transversely  across  the  hand  from  a  point  where  the  web  of  the 
thumb  joins  the  palm  (Fig.  119). 

The  deep  palmar  arch  is  about  -V  inch  nearer  the  wrist. 

Across  the  front  of  the  fingers  arc  seen  three  transverse  folds, 
the  highest  of  which  is  placed  about  i  inch  below  the  meta- 
carpophalangeal joint;  the  middle  folds  are  exactly  opposite  the 
first  interphalangeal  joint;  the  lowest  folds  are  placed  a  little 
above  (about  2  mm.)  the  second  interphalangeal  joint.  On 
the  thumb  the  two  palmar  creases  are  opposite  the  corresponding 
joints. 


CHAPTER  XIV 
THE  SHOULDER 

In  using  the  term  shoulder  it  should  be  remembered  that 
its  meaning  varies  according  as  we  consider  it  in  an  anatomic 
or  surgical  sense. 

Surgicallyy  the  term  shoulder  alludes  to  the  joint  and  the 
structures  immediately  surrounding  it. 

Anatomically f  it  alludes  to  a  region  where  three  bones  meet 
(the  scapula,  clavicle,  and  head  of  humerus)  to  form  the  root 
of  the  upper  extremity. 

The  shoulder  is  formed  by  the  articulation  between  the 
clavicle  and  acromion,  presenting  a  prominent  bony  arch. 

The  shoulder-joint  is  formed  by  the  articulation  between 
the  head  of  the  humerus  and  glenoid  cavity.  Roundness 
of  the  shoulder  must  not  be  confused  with  prominence  of  the 
bony  arch. 

Roundness  of  the  shoulder  is  due  to: 

(1)  Head  of  humerus  and  greater  tuberosity. 

(2)  Superimposed  deltoid  muscle. 
Hence  roundness  of  the  shoulder  is  lost: 

(a)  After  exsection  of  the  head  of  the  humerus. 
(6)  In  dislocation  of  the  humeral  head. 

(c)   Atrophy  of  deltoid  muscle. 

Clavicular  Region. — The  region  immediately  surrounding 
the  clavicle. 

The  clavicle  is  a  bone  of  great  surgical  interest  because  of 
its  position  in  the  bony  architecture  and  the  important  struc- 
tures to  which  it  is  related. 

Salient  Points. — (a)  The  first  point  of  ossification  to  appear 
in  the  fetus  is  in  the  clavicle  (at  the  thirtieth  day  of  intra- 
uterine life). 

(b)  It  is  subcutaneous  and  can  be  palpated  throughout 
its  length. 

(c)  In  shape  it  presents  a  double  curvature  (less  in  woman 
than  in  man).  Seen  from  the  front  it  is  rounded  and  convex 
at  the  sternal  half,  and  flattened  and  concave  at  the  acromial 
half. 
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(d)  It  forms  the  only  bony  connection  between  the  upper 
extremity  and  the  trunk,  and  by  acting  as  a  buttress  it  pre- 
vents the  shoulder  from  falling  inward  or  approaching  the 
trunk. 

The  clavicle  articulates  at  its  inner  end  with  the  sternum 
and  cartilage  of  the  first  rib.  The  joint  is  arthroidal  in  character 
and  allows  of  gliding  motion. 

Between  the  clavicle  and  sternum  is  interposed  a  disc  of 
interarticular  fibrocartilage  which  facilitates  movements  and 
serves  to  break  the  shocks  which  are  transmitted  by. a  fall  on 
the  hand. 

The  sternal  end  of  the  clavicle  is  firmly  bound  to  the  first 
rib  by  the  costoclavicular  or  rhomboid  ligament.  Hence  dis- 
locations of  the  sternal  end  of  the  clavicle  are  rare. 

The  outer  end  of  the  clavicle  articulates  with  the  acromion 
process,  the  articular  surface  slant hig  obliquely  from  within 
outward.     This  joint  is  also  arthroidal  in  character. 

The  acromial  end  of  the  clavicle  is  firmly  bound  to  the 
coracoid  process  by  the  coracoclavicular  ligament,  which 
consists  of  two  fasciculi  (conoid  and  trapezoid).  Hence  dis- 
location of  this  joint  is  also  rare. 

Dislocations  of  the  Clavicle. — While  dislocations  of  the 
clavicle  are  rare  because  of  the  strong  ligamentous  attachments, 
yet  violence  transmitted  in  certain  directions  will  produce 
them.  The  sternal  end  may  be  dislocated  forward,  backward, 
or  upward. 

In  backward  dislocation  the  bone  may  press  upon  the  trachea 
and  esophagus  so  as  to  produce  dyspnea  and  dysphagia. 

The  acromial  end  is  usually  dislocated  upward  because  of 
the  oblique  slant  of  the  articular  surface. 

Reduction  of  these  dislocations  is  simple. 

Retention  is  alwaifs  difficult  and  sometimes  unsatisfactory. 
Retention  of  the  acromial  end  may  be  facilitated  by  division 
of  the  clavicular  portion  of  the  trapezius  close  to  its  insertion 
and  thus  prevent  the  action  of  these  fibers  in  pulling  the  end 
upward. 

Although  the  clavicle  is  subcutaneous  it  lies  in  a  muscular 
plane  (Fig.  120).  To  the  sternal  half  we  have  the  sterno- 
mastoid  attached  above  and  the  pectoral  is  major  below.  To 
the  acromial  half  we  have  the  trapezius  above  and  the  deltoid 
below. 

In  a  groove  on  the  under  surface  is  inserted  the  subclavius 
muscle. 
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It  will  lie  seen  that  at  the  miildle  third  there  is  a  gap  in  the 
niiisciilar  plane  (Fig.  120)  the  bone  here  lacking  the  support 
of  the  musLies,  The  bone  at  this  point  is  also  thinner.  Hence, 
the  most  common  scat  of  fracture  of  the  davide  is  in  the  middle 
third  (Fig.  121). 

A  proper  appreciation  of  the  at-tion  of  the  muscles  attached 
to  the  cla^'icle  explains  the  typical  deformity  following  fracture. 

Fracture  of  the  clavicle  is  very  frequent  because  of— 

(a)  Its  exposed  position. 

(b)  It  is  the  only  bony  ronnection  lietween  the  upper  extrem- 


One-third  of  these  fractures  occur  in  children  under  five 
years  and  are  usually  of  the  green-stick  variety. 

A  iiipical  dejormil;/  follows  complete  fractures  of  the  clavicle. 
The  shoulder  falls  forward,  downward,  and  inward.  Forward 
because  it  is  no  longer  held  in  place  by  the  clavicle.  Doum- 
ward  because  of  the  weight  of  the  arm  and  the  action  of  the 
pectoralis  minor  and  latissimus  dorsi  muscles.  Inu-ard  because 
of  the  subcIaviuB  and  trapeziu.s  muscles. 

The  sternal  fragment  may  !«  drawn  upward  by  the  stemo- 
mastoid  muscle. 

Attiiitde  of  Patient. — The  patient  assumes  the  attitude  of 
greatest  comfort.     The  typical  pose  shows  the  head  inclined 
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to  the  injured  side  to  relax  the  pull  of  the  stemomastoid. 
The  elh)ow  and  forearm  of  the  injured  side  is  supported  by  the 
well  hand  to  relieve  the  weight  of  the  arm  and  relax  the  down- 
ward pull. 

Complications. — The  dangers  attending  fracture  of  the 
clavirle  are:  injuries  to  the  subclavian  arterj%  vein,  or  brachial 
plexus.  These  structures,  though  situated  lieneath  the  clavicle, 
are  protected  by  the  intervening  subclavius  muscle,  which  ren- 
ders complications  comparatively  rare.  If  the  vein  or  artery 
l)e  torn  blood  gravitates  to  the  axilla.  Injury  to  the  brachial 
plexus  causes  motor  or  sensory  disturbance. 

The  vein  is  most  liable  to  injurj'  becau.se  of — 

(a)  Its  closer  relation  to  the  I>one. 

(b)  Thinness  of  its  walls. 

The  Infraclavicular  Fossa.^ — Immediately  below  the  clav- 
icle we  note  a  depression  which  corresponcls  to  the  interval 
l)etween  the  deltoid  and  pectoralis  major  at  their  clavicular 
origin.     In  its  depths  can  be  felt  the  coracoid  process. 

This  fossa  is  obliterated  in  subcoracoid  dislocations,  fracture 
of  the  clavicle,  and  enlarged  Ij-mphatic  glands  following  cancer 
of  the  breast. 

The  subclavius  muscle 
is  attached  to  a  groove  on 
the   under  surface  of  the 
clavicle,   taking  its  origin     Subciav 
by  a  thick  tendon  from  the 
first  rib  and  its  cartilage, 
at  their  junction.    Its  func- 
tion is  to  draw  the  clavicle       peiton 
downward  and  forward  and         """° 
act  as  a  pad  between  the 
bone   and  the   vessels  be- 
neath. ^'JX 

The  clavipectoral  fas-  ligammi 

cia,  attached  to  the  clav-  ™l      II    ™/      oHhf 

icie,    ensheaths    the    sub- 
clavius muscle  and  contin-     '^'°"'A^,7L^"BEEN"rsaTGi^'L8En^ioN.''™" 
lies  to  the  border  of  the 

pectoralis  minor,  where  it  splits  and  surrounds  it.  Continuing 
from  its  lower  border  it  extends  to  the  axillary  fascia  and 
forms  the  xiixprnsorn  ligament  of  the  axilla  {Fig.  122).  The 
upper  portion  of  this  fa.seia.  surrounding  the  subclavius  muscle 
and  attached  to  the  first  rib,  is  known  as  the  costocoracoid 
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membrane  and  is  pierced  by  the  cephalic  vein,  the  acromio- 
thoracic  artery,  and  the  anterior  thoracic  nerve. 

Beneath  this  fascia  pua  may  find  its  way  from  the  neck  to 
the  axilla. 

Beneath  the  clavicle  and  separated  from  it  by  the  subclavius 
muscle  lie  the  subclavian  artery  and  vein  just  at  the  point  where 
they  change  their  name  to  axillary.  The  artery  is  just  beneath 
the' renter  of  the  clavicle  and  the  following  relation  obtains: 

The  Vein  is  internal  and  in  front  of  the  artery. 


The  .\rtery  external  to 


and 


I  little  posterior. 

The  Nerves  (cords  of 
brachial  plexut-)  are  ex- 
ternal to  artery. 

We,  therefore,  have, 
from  witliin  outward:  vein, 
artery,  nerveCV-A-AT)  (Fig. 
12:}).  It  is  in  this  fossa 
that  the  first  portion  of 
the  axillary  artery  ia  li- 
gated.  The  mistake  liaa 
been  made  here  of  tying 
the  nerve  instead  of  the 
artery.  This  ought  not  to  occur  if  we  rememlier  that  the  nerve 
is  ill  immediate  contact  with  the  artery  and  in  the  same  plane. 
The  cephalic  vein  is  a  guide  to  the  axillary  vein  and  should 
l>e  pre.served  in  operations  for  ligation  of  the  artery  at  this  point. 
The  axillary  vein,  being  internal  and  occupying  the  angle 
Iwtween  the  clavicle  and  first  rib,  is  subject  to  pressure  from 
tumor,  depressed  fracture  of  the  clavicle,  and  enlarged  glands. 
Edema  of  the  ezlremiti/  foUows  continued  pressure. 

In  addition  to  dislocations  and  fractures  of  the  clavicle 
already  mentioned  excision  of  the  clavicle  is  done  for  necrosis 
and  neoplasms.  If  the  excision  can  be  done  subperiosteally  it 
is  an  operation  of  comparative  ease  and  safety,  and  restoration 
of  the  bone  may  be  expected.  Where  the  clavicle  has  been 
entirely  removed  it  is  surprising  to  find  how  little  the  func- 
tion of  the  shoulder  has  lieen  impaired. 

Where  neoplasms  of  the  cla\'icle  have  been  followed  by 
adhesions,  excision  is  a  formidable  operation,  the  greatest 
danger  being  at  the  sternal  end.  behind  which  lie  the  innominate 
and  left  carotid  arteries,  the  innominate  and  internal  jugular 
veins,  the  pneumopastric.  phrenic,  and  recurrent  laryngeal 
nerves,  and  the  thoracic  duct. 
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There  have  been  a  number  of  cases  of  avulsion  of  the  upper 
extremity.  It  is  readily  seen  that  after  the  clavicle  is  broken 
that  the  extremity  is  held  to  the  trunk  only  by  muscles  and 
vessels  and  these  can  not  withstand  great  violence. 

The  Scapular  Region. — The  structures  in  this  region  are 
naturally  grouped  about  the  scapula,  which  is  imbedded  in 
firm  muscular  and  aponeurotic  structures.  It  is  held  in 
position  by  the  trapezius,  levator  anguli  scapulae,  the  rhom- 
boidei,  and  serratus  magnus  muscles.  The  clavicular  liga- 
ments also  assist.  A  few  fibers  of  the  latissimus  dorsi  cross 
its  inferior  angle,  but  are  rather  inconstant. 

The  scapula  presents  three  fossir  lodging  three  muscles. 

The  supraspinous  fossa  lodges  the  supraspinatus  muscle, 
which  passes  across  the  upper  part  of  the  capsular  ligament, 
and  its  tendon  is  inserted  into  the  highest  point  of  the  greater 
tuberosity. 

Nerve, — The  suprascapular. 

Action. — It  assists  the  deltoid  in  raising  the  arm  from  the 
side  and  is  a  protection  to  the  shoulder-joint. 

The  infraspinous  fossa  lodges  tlie  infraspinatus  muscle, 
which  passes  across  the  posterior  i)()rtion  of  the  capsular  liga- 
ment. Its  tendon  is  inserted  into  the  middle  portion  of  the 
greater  tuberosity. 

Nerve. — The  suprascapular. 

Action. — It  rotates  the  head  of  the  humerus  outward.  When 
the  arm  is  raised  it  assists  in  retaining  it  in  that  position  and  is 
a  protection  to  the  shoulder- joint. 

The  teres  minor,  which  mav  be  considered  a  divorced 
partner  of  the  infraspinatus,  arises  from  the  dorsal  surface  of 
the  axillary  border  (upper  two-thirds),  crosses  the  posterior 
portion  of  the  capsular  ligament,  and  its  tendon  is  inserted 
into  the  lowest  part  of  the  greater  tuberosity. 

Nerve. — The  circumflex. 

Action. — It  rotates  the  head  of  the  humerus  outward.  When 
the  arm  is  raised  it  assists  in  retaining  it  in  that  position,  carry- 
ing it  backward;  it  is  a  protection  to  the  shoulder- joint. 

The  subscapular  fossa  lodges  the  subscapular  muscle,  whose 
fibers  gradually  converge  and  form  a  tendon  which  is  in  close 
contact  with  the  anterior  portion  of  the  capsular  ligament  of 
the  joint.  This  tendon  passes  over  a  large  bursa  (the  sub- 
scapularis  bursa)  connected  with  the  joint  cavity,  and  is  inserted 
into  the  lesser  tuberositv  of  the  humerus. 

Nerves. — The  upper  and  lower  subscapular  nerves. 
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Action. — It  rotates  the  head  of  the  humerus  inward.  When 
the  arm  is  raised  it  rlraws  the  humerus  downward  and  for- 
ward and  is  a  •protection  to  the  shovMer-joint. 

These  muscles  are  covered  by  a  strong  aponeurosis  and  are 
practically  lodged  in  osseous  aponeurotic  compartments,  so 
that  pus  or  blood  must  follow  the  tendons  of  insertion  and 
finally  settle  Ijeneath  the  deltoid. 

The  protection  which  these  muscles  afford  the  articulation 
will  be  discussed  in  connection  with  the  shoulder- joint. 

In  studying  the  arrangement  of  the  muscles  on  the  posterior 
surface  of  the  scapula  it  will  be  seen  that  the  teres  minor  and 
teres  major  muscles,  in  passing  from  the  scapula  to  their  attach- 
ments to  the  humerus,  form  a  triangular  space  which  is  bisected 


by  the  long  head  of  the  triceps,  forming  a  quadrilateral  and  a 
triangular  space  of  some  topographic  importance  (Fig.  124). 

The  quadrangular  space  is  formed  by  the  teres  minor 
above,  the  teres  major  below,  the  long  head  of  the  triceps 
internally,  and  the  humerus  externally.  This  space  transmits 
the  circumflex  nerve  and  the  posterior  circumflex  artery  before 
entering  the  deltoid  muscle. 

The  triangular  space  is  formed  by  the  lei-es  minor,  the  teres 
major,  and  the  long  head  of  the  triceps.  It  transmits  the 
dorsalis  .fcapulie  artery,  which  anastomoses  with  the  supra- 
scapular arlor\'  and  e.stablishes  a  collateral  circulation  after 
ligature  of  the  axillary  arterj'. 

So-called  luxation  of  the  scapula  is  a  projectinj;  backward  of 
its  inferior  angle,  protlucing  a  deformity  known  as  "winged 
.scapula,"  formerly  described  as  due  to  the  slipping  out  of  the 
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angle  of  the  scapula  from  under  the  fibers  of  the  latissimus 
which  cross  it.  The  latissimus,  however,  has  no  retentive  func- 
tion on  the  angle  of  the  scapula.  The  deformity  is  caused  by 
a  paralysis  of  the  long  thoracic  nerve  supplying  the  serratus 
magnus,  a  part  of  which  holds  the  inferior  angle  against  the 
chest.  This  deformity  is  brought  about  by  certain  exercises 
where  there  is  an  over-stretching  of  the  serratus  muscle.  Rest 
and  electricity  to  the  long  thoracic  nerve  usually  effect  a  cure. 

Fractures  of  the  scapula  are  comparatively  rare  (Stimson 
estimates  about  1  per  cent.).  They  usually  follow  great 
violence.     They  are  rare  tecause  of  two  anatomic  facts: 

(a)  The  bone  is  freely  movable. 

(6)   It  is  imbedded  in  muscles. 

Fracture  of  the  bod  if  is  detected  with  great  difficulty  and  the 
displacement  is  slight,  because  of  the  thick  overlying  muscles. 

Fracture  of  the  spine  is  easily  recognized  because  of  its  sub- 
cutaneous position. 

Fracture  of  the  acromion  is  one  of  the  most  common  in  this 
group,  because — 

(a)  Its  position  exposes  it  to  direct  blows. 

(h)  It  may  be  indirectly  injured  by  the  head  of  the  humerus 
through  a  fall  upon  the  elbow.  Bony  union  after  this  fracture 
is  the  exception.  Fibrous  union  usually  results  because  the 
fragments  are  not  closely  coapted  and  because  of  the  inter- 
position of  aponeurotic  tissue. 

It  must  be  rememl)ered  that  the  acromial  epiphysis  does  not 
ossify  before  the  twentieth  year.  This  fact  may  lead  to  errors 
of  diagnosis  in  young  subjects. 

Fracture  of  the  anatomic  neck  is  so  rare  that,  according  to 
Stimson,  no  known  example  of  this  fracture  exists.  While  its 
possibility  must  be  conceded,  we  must,  l^ecause  of  their  symp- 
tomatology, include  in  this  classification  fractures  which  begin 
at  the  suprascapular  notch  and  extend  to  the  axillary  border 
of  the  scapula,  following  a  line  parallel  with  the  surface  of  the 
glenoid  cavity  (the  surgical  neck).  Such  fractures  would  in- 
clude the  coracoid  process  and  the  attachment  of  the  triceps 
in  the  fragment  (Fig.  125).  The  main  interest  in  this  frac- 
ture is  the  fact  that  it  simulates  subglenoid  dislocation  of  the 
humerus. 

Rule. — This  fracture  and  subglenoid  dislocation  are  the  onbj 
injuries  in  xrhich  the  arm  is  lengthened. 

A  diagnosis  is  easily  made  by  noting  the  ease  with  which 
reposition  of  the  fragment  is  made  by  lifting  the  elbow,  and  the 
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immediate  displacement  which  follows  when  the  support  to  the 
elbow  is  withdrawn.  Crepitus  will  !«  elicited  in  these  move- 
ments. 

Fracture  a}  Ike  coracoid  process  is  not  common.  It  is  well  to 
remember  that  the  coracoid  process  is  not  completely  ossified 
1(1  the  body  of  the  scapula  until  puberty.  It  is  caused  by 
it't  or  indirect  violence  and  muscular  action. 

The  coracoid  process  being 
well  protected,  it  is  rarely 
fractured  by  direct  \'iolence 
iuiles,s  in  cnishing  injuries. 

In  dislocation  of  the  hu- 
meral head  the  coracoid  may 
be  fractured  by  upward  pres- 
sure. 

As  an  instance  of  the  effect 
of  muscular  action  may  be 
cited  the  case  of  fracture  of 
this  process  reported  as  fol- 
lowing the  wringing  of  wet 
clothes,  in  the  treatment  of 
this  fracture  it  is  important 
to  bear  in  mind  that  to  this 
process  are  attached  three 
muscles  (the  pectoraJis  minor, 
coracobrachial  is,  and  short 
head  of  biceps).  To  retain 
Fill.  '^^■^^'■^^*^.'!j'J|^^5^^J^'^,  ^'■■"'""''  the  fragment  in  position  the 
forearm  should  I)e  flexed  to 
slacken  the  biceps  and  the  arm  drawn  to  the  chest  to  relax 
the  pectoralis  minor  and  coracobrachial  is,  this  position  being 
retained  until  union  is  firm. 

The  suprascapular  notch  is  a  semicircular  notch  situated 
on  the  superior  border  of  the  scapula  just  at  the  ba.se  of  the 
coracoid  process.  It  is  frequently  (ronvert«d  into  a  foramen 
by  the  transverse  ligament  or  a  lamella  of  bone,  Thi^  foramen 
transmits  the  suprascapular  nerve.  The  suprascapular  artery 
passes  above  the  ligament. 

The  arteries  of  the  scapular  region  form  an  anastomotic 
circle  Ijetween  the  subclavian  and  the  axillary,  and  thus  permit 
a  re-establishment  of  the  circulation  after  ligation  of  the  sub- 
clavian (Fig.  126).  The  posterinr  scapular  arterj',  a  branch 
of  the  transversalis  colli,  runs  along  the  vertebral  border  to 
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the  inferior  angle  and  anastomoses  with  the  dorsalis  acapulse 
and  the  subscapular. 

The  suprascapular,  from  the  thyroid  axis,  sends  a  branch  to 
the  supraspinous  fossa,  then  winds  around  the  neck  of  the 
scapula  and  enters  the  infraspinous  fassa  to  anastomose  with 
the  dorsalis  scapulx.  ,   _ 

The  subscapular,  the  larg- 
est branch  of  the  axillary, 
passes  downward  to  the  in- 
ferior angle  of  the  scapula 
and  anastomoses  with  the 
posterior  scapular.  About 
11  inches  from  its  origin  it 
IJves  off  the  dorsalis  scapulae 
which  curves  around  the  ax- 
illary lx)rder  of  the  scapula, 
passes  through  the  triangu- 
lar space  bounded  by  the 
teres  minor,  teres  major, 
and  long  head  of  the  tri- 
ceps, and,  entering  the  infra- 
spinous fossa,  anastomoses 
with  the  posterior  scapular 
and  .suprascapular  arteries. 

The  supra-acromial  bur- 
sa above  the  acromial  proc- 
e.ss  is  a  burea  which  sometimes  enlarges  and  becomes  inflamed 
in  those  who  carry  heavj-  burdens  upon  the  shoulder. 

Lymphatics. — The  lymphatics  of  the  shoulder  empty  into 
the  glands  of  the  neck  and  axilla. 

Tumors. — The  scapula  is  the  seat  of  benign  and  malignant 
growths.  The  benign  tumors  manifest  themselves  in  the 
form  of  myxochondroma  and  cystic  enchondromas. 

The  malignant  type  is  sarcoma. 

The  scapula  has  been  resected  with  success. 

In  malignant  disease  of  the  scapula  it  is  necessarj'  to  remove 
the  entire  upper  extremity  with  the  scapula,  performing  an 
inlcrscapulolkoracic  amputalion.  T!ie  important  precaution 
in  this  formidable  procedure  is  hemostasis. 

The  Scapulohumeral  Region. — The  central  structure  of 
this  region  is  the  shoulder-joint .  or  articulation  of  the  head  of 
the  humerus  with  the  glenoid  cavity.     Contiguous  to  it  is  the 
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capsular  ligament,  the  coracobrachialis  muscle,  and  the  tendons 
of  the  biceps,  triceps,  and  the  deltoid  muscle. 

The  deltoid  muscle  is  triangular  in  shape,  covers  the 
shoulder-joint,  and  partly  forms  the  rounded  prominence  of 
the  shoulder.  It  takes  its  origin  from  the  outer  third  of  the 
anterior  and  upper  surface  of  the  clavicle,  the  outer  border 
of  the  acromion,  and  the  lower  border  of  the  spine  of  the 
scapula.  The  fibers  converge  toward  their  insertion  and  form 
a  tendon  which  is  inserted  into  the  deltoid  eminence  of  the 
humerus. 

Action. — It  raises  the  arm  so  as  to  bring  it  at  right  angles 
to  the  trunk. 

Its  clavicular  fibers  assist  the  pectoralis  major  in  drawing 
the  arm  forward.  Its  scapular  fibers  act  with  the  teres  major 
and  latissimus  dorsi  in  drawing  it  backward. 

Nerve. — It  is  supplied  by  the  circumflex  nerve. 

The  deltoid  is  the  ordif  abductor  muscle  of  the  arm  and  the  cir- 
cumflex nerve  is  its  onljf  means  of  innervation;  hence ,  paralysis  of 
the  deltoid  is  a  very  serious  accident. 

Atrophy  of  the  deltoid  is  caused — 

(a)  By  disuse,  ankylosis  of  shoulder-joint,  etc. 

(6)  Ascending  neuritis  of  the  circumflex  nerve. 

(c)  Injury  to  circumflex  nerve  following  fracture  or  dis- 
location of  the  humerus. 

Following  atrophy  of  the  deltoid  there  is  a  noticeable  flat- 
tening and  a  corresponding  prominence  of  the  acromion  process. 
This  condition  simulates  a  flattening  of  the  shoulder  in  disloca- 
tion. These  two  conditions  will  not  be  mistaken  if  we  remember 
that  in  atrophy  of  the  deltoid  the  mobility  and  the  position 
of  the  head  of  the  humerus  and  tuberosities  are  normal. 

The  Subdeltoid  Bursa. — Beneath  the  deltoid  muscle  is 
situated  a  large  bursa  which,  when  inflamed,  may  simulate 
effusion  into  the  joint  cavity. 

The  long  tendon  of  the  biceps  muscle,  arising  from  the  upper 
margin  of  the  glenoid  cavity,  arches  over  the  head  of  the 
humerus,  enclosed  in  a  sheath  of  svnovial  membrane  of  the 
shoulder-joint,  and,  passing  through  an  opening  in  the  capsular 
ligament,  descends  in  the  bicipital  groove  between  the  greater 
and  lesser  tuberosities. 

The  shoulder»joint  is  enarthroidal,  or  ball-and-socket  in 
character,  allows  of  a  wide  range  of  motion,  and  is  formed  by 
the  large,  round  head  of  the  humerus  articulating  with  the 
small,  shallow  glenoid  cavity  of  the  scapula. 
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The  glenoid  cavity  of  the  scapula  is  in  the  form  of  an  oval 
and  receives  three  heads  (Fig.  127): 

(1)  Midtlle — bony  head  of  humerus. 

(2)  Above — long  head  of  biceps. 

(3)  Below — long  head  of  triceps. 

The  articulation  is  surrounded  by  the  loose  capstdar  ligament 
attached  to  the  rim  of  the  glenoitl  cavity  and  the  anatomic 
neck  of  the  humerus. 

The  glenoid  cavity  is  further  (ieejiened  by  a  fibrocartilaginous 
rim  attached  to  the  circumference  of  the  cavity  and  lined  by 
syno\ial  membrane.  ^^^ 

The  synovial  membrane  ^^^^^    ^M_ jf 

lining  the  joint  cavity  and  ^^^^^    ^"  ~ 

reflected  upon  the  articular 
surfaces  of  the  bones  sends 
a  tubular  sheath  to  line  the 
bicipital  groove  for  pur- 
poses of  lubrication,  so  that 
while  the  tendon  of  the 
biceps  traverses  the  joint  it 
is  not  within  the  synovia] 
cavity. 

The  synovial  sac  com- 
municates with  tlie  bursa 
beneath  the  subscapularis 
and  sometimes  with  the 
subdeltoid  bursa. 

If  we  note  the  dispropor- 
tion between  the  large  artic- 
ular head  of  the  humerus 
and  the  small  cavitj'  of  the 
glenoid,  and  the  remarkable 
laxity  of  the  capsular  liga- 
ment it  is  seen  that  there  is  no  adequate  protection  from  dis- 
locations of  the  humeral  head  save  from  the  reinforcement 
which  it  receives  from  the  surrounding  muscular  tendons  (the 
shoulder-strap  muscles). 

The  integritij  oj  this  joint  depends  for  its  support  upon  the 
mvneJes  which  surround  it. 

Lying  in  close  contact  with  the  capsule  are,  above,  the 
supraspinatus,  the  infraspinatus,  and  teres  minor,  and,  within, 
the  long  tendon  of  the  biceps. 
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The  arteries  supplying  the  joint  are  branches  of  the  anterior 
and  posterior  circumflex  and  the  suprascapular. 

The  nerves  are  derived  from  the  circumflex  and  the  supra- 
scapular. (Note  in  this  connection  Hilton's  law,  viz.:  The 
nerve  supplying  a  joint  supplies  the  muscle  moving  the  joint 
and  the  skin  over  the  muscle.) 

In  synovitis  of  the  shoulder-joint  with  effusion  the  capsule  is 
distended  and  is  best  detected  in  the  axilla^  where  a  fluctuating 
swelling  can  be  felt. 

The  serous  cavities  which  surround  the  joint  are  frequent 
sources  of  error  in  diagnosis  and  the  locations  of  the  supra- 
acromial,  subdeltoid,  subscapular,  and  bicipital  bursa  must  be 
kept  in  mind  in  differentiating  effusions  in  this  region. 

Pus  in  the  joint  finds  its  easiest  outlet  along  the  bicipital 
groove  where  it  may  present  beneath  the  anterior  or  posterior 
border  of  the  deltoid  muscle. 

Dislocations  of  the  shoulder  are  very  frequent,  as  frequent 
as  all  others  combined.     The  reasons  for  this  are  obvious. 

(a)  The  freedom  of  movement  w^hich  obtains  in  this  joint. 

(6)  It  is  a  joint  which  depends  for  its  strength  upon  the 
surrounding  muscles;  hence,  if  these  muscles  are  relaxed  and 
force  is  suddenly  applied  to  the  shoulder,  the  head  of  the 
humerus  can  easily  break  through  the  thin  capsule  and  slip 
out  of  the  glenoid  cavity. 

(c)  The  disproportion  between  the  size  of  the  articular 
head  of  the  humerus  and  the  shallow  glenoid  cavity. 

(cf)  The  laxity  of  the  capsular  ligament,  its  weakness  on  the 
anterior  side,  especially  between  the  tendon  of  the  subscapularis 
and  the  triceps. 

If  the  structures  surrounding  the  joint  be  carefully  considered, 
the  frequency  and  variety  of  dislocation  are  easily  understood 
and  a  rational  basis  for  classification  attained.  The  coracoid 
and  acromion  processes,  with  their  connecting  coraco-acromial 
ligament,  form  a  perfect  arch  above  the  shoulder.  This,  with 
the  strap-like  tendon  of  the  supraspinatus  over  the  superior 
portion  of  the  capsule,  makes  upward  dislocation  well  nigh  an 
impossibility.  The  strap-like  tendons  of  the  infraspinatus  and 
teres  minor  passing  over  the  posterior  portion  of  the  capsule 
strengthen  and  support  it  and  posterior  dislocations  are,  there- 
fore, rare.  A  direct  downward  dislocation  is  hardly  possible 
when  we  consider  that  the  axillary  border  of  the  scapula  ex- 
tends up  to  the  lower  border  of  the  glenoid  cavity  and  the 
dislocated  head  must  rest  either  anterior  or  posterior  to  this 
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border.  The  least  protected  and  weakest  part  of  the  capsule  is 
the  anterior  portion;  it  has  but  one  strap-like  tendon,  the  sub- 
scapularis,  protecting  it  in  front,  and  between  the  subscapularis 
tendon  and  the  triceps  there  is  an  unprotected  portion  through 
which  the  humeral  head  can  easily  sHp. 

Classification  of  Shoulder  Dislocations.— If  we  extend  a 
vertical  line  through  the  glenoid  cavity  from  a  point  where 
the  axillary  border  of  the  scapula  joins  it,  we  divide  the  glenoid 
cavity  into  two  unequal  portions  (Fig.  128).  Three-fifths  of 
the  articular  surface  is  anterior  and  two-fifths  posterior. 

We  can  likewise  divide  all  disloca- 
tions of  the  shoulder  into  anterior  or 
posterior.  It  is  evident  that  the 
variety  of  dislocation  will  depend  upon 
the  distance  of  the  excursion  which 
the  head  of  the  bone  makes  in  its 
departure  from  the  glenoid  cavity, 
and  we  again  find  that  the  heiul  of 
the  bone  may  assume  three  anterior 
positions  and  two  posterior. 

The  anterior  dislocations  are,  there- 
fore— 

(1)  Subglenoid — low  anterior. 

(2)  Subcoracoid — -middle  anterior. 

(3)  Subclavicular — high  anterior. 
The  posterior  dislocations  are — 
(1}  Subacromial — middle  posterior. 

(2)  Subspinous — high  posterior.  extesoimu  thhovgh  thb 

Characteristic    Features    of    all        it    into    m    anteriob 

Shoulder  Dislocations. — (a)  Flatten-  te^b'tm^fifi^.*  "*" 
ing. — The  roimdness  of  the  shoulder  is 

very  largely  due  to  the  presence  of  the  humeral  head  in  its 
normal  position  Ijeneath  the  superimposed  deltoid;  hence, 
when  the  head  leaves  the  glenoid  cavity  flattening  ensues. 
This  condition  is  undoubtedly  increased  by  the  stretching  of 
the  fibers  of  the  deltoid  muscle  which  follows  luxations  of 
the  heatl. 

(5)  Abduction  of  the  Arm. — When  the  head  leaves  the  glenoid 
cavity  it  rests  at  some  fixed  point,  and  this  point  Iwing  the 
fulcrum,  the  tense  deltoid  moves  the  elbow  away  from  the 
body;  hence  the  characteristic  feature  of  abduction. 

(c)  In  a  normal  condition  oj  the  joint  the  fingers  can  be  placed 
upon  Ike  opposite  fhoiilder  and  the  elbow  of  the  same  mde  touch 
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the  thorax  (Dugas).  In  a  dislocation  of  ihe  shoulder  this  is 
impossible  and — "No  other  injury  but  a  dislocation  can  pro- 
duce this  physical  impossibility."  This  is  explained  by  the  fact 
that  the  thorax  represents  a  curved  line  and  the  humerus  a 
stimght  line.  It  is  impossible  for  both  ends  of  a  straight  line 
to  touch  the  convexity  of  a  curved  line  at  the  same  time. 

(d)  The  head  of  the  bone  will  be  found  as  a  swelling  in  the 
location  to  which  it  has  l.>een  displaced. 

(c)  In  all  anterior  dislo- 
cations the  elboiv  is  carried 
away  from  the  botly  l>e- 
cauBO  of  the  tension  of  the 
deltoid. 

In  all  posterior  disloca- 
tions the  elbow  is  carried 
forwartl  and  to  the  side  of 
the  body  liecause  of  the 
ai'tion  of  the  pectoralis 
major  and  coracobrachialis, 
(/)  Normally. alinedrawn 
from  the  angle  of  the  acro- 
mion to  the  epicondyle  of 
the  humerus  passes  through 
the  greater  tuberosity  of 
the  humerus.  This  rela- 
tion is  ilestroyed  in  -dislo- 
cations of  the  shoulder  and 
is  a  valuable  guide  in  diag- 
nosis. 

Subglenoid        Disloca- 
tions   (Fig,    129).— In    this 
variety  the  head  of  the  hu- 
merus has  made  its  escape 
through    the   anterior  and 
lower  part  of   the  capsular 
ligament,   usually   between 
the  tendon  of  the  subscapu- 
laris  and  the  triceps.    The 
head  is  not  directly  imder  the  glenoid  rim,  as  the  name  sug- 
gests, because  this  position  is  an  anatomic  impossibility  (see 
pages  251  and  252). 

It  rests  at  the  lower  anterior  margin  of  the  glenoid.     The 
head  can  lie  felt  in  the  axilla.     The  superior  part  of  the  capsule 
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is  tightly  stretched  across  the  glenoid  cavity  and  the  tendon 
of  the  long  head  of  the  biceps  may  be  torn. 

The  muscles  attached  to  the  tuberosities  of  the  humerus  are 
on  a  stretch  or  may  be  torn;  thus  the  supraspinal  us,  the  infra- 
spinatus, and  the  subscapularis  are  in  a  state  of  tension.  The 
deltoid  is  in  a  state  of  extreme  tension  and  with  the  head  of 
the  humenis  resting  against  the  lower  rim  of  the  glenoid  draws 
the  elbow  away  from  the  body. 


Rotundity  of  the  shoulder  is  lost  and  flatness  is  present. 
Since  the  bead  is  displaced  the  acromion  process  becomes 
unduly  prominent. 

The  circumflex  nerve  is  liable  to  ]ie  injured  and  produce 
paralysis  of  the  deltoid. 

The  axillary  vein  or  artery  may  be  injured  and  the  brachial 
plexus  may  be  stretched  and  cause  a  partial  paralysis  of  the 
upper  extremity. 


rrn:  upper  extremity 


This  vanetij  of  didocalion  and  fracture  of  the  surgical  neck  of 
the  scapula  arc  the  onlij  injuries  about  Ike  shoiUder  in  which  the 
arm  is  lengthened. 

Subcoracoid  Dislocation  (Fis-  ISO). — In  the  subcorai-oiil 

variety  the  head  rests  in  the  midiUe  jinterior  position.  The 
head  est-apes  through  the  iiiiterior  part  of  the  capsule  and  is 
lodged  at  the  anterior  surfafC  of  the  netlt  of  the  scapula  and 
beneath  the  conjoined  tendon  of  the  coracobrachial  is,  and  the 


short  head  of  the  biceps  attachcvi  iv  (lie  Kcali  of  the  coracoid 
process.  This  is  the  most  frequent  of  all  dislocations  of  the 
shoulder.  The  flattening  is  not  so  marked  nor  the  abduction 
so  pronounced  as  in  the  former  variety.  The  tension  of  the 
(ieltoid  musde  is  not  so  extreme. 

Subclavicular  Dislocation  (Fig.  131).^ — The  subclavicular 
position  of  the  head  represents  the  extreme  excursion  which 
it  can  make  in  anterior  luxation.     The  head  escapes  through 
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a  rent  in  the  anterior  part  of  the  capsule  and  rests  below  the 
clavicle  and  against  the  chest  beneath  the  pectoralis  major 
and  minor  muscles. 

With  the  heat!  in  this  position  the  muscles  al>out  the  joint 
must  be  either  in  extreme  tension  or  torn.     This  will  apply  to 


the  deltoid,  the  subscapularis.  the  infraspinatus,  and  supra- 
spinatus.  The  vessels  and  nerves  of  the  axilla  are  carried 
forward  with  the  head  of  the  humerus  and  the  stretchinp  of 
the  tissues,  especially  the  nerves,  causes  extreme  pain  to  accom- 
pany this  dislocation. 

The  rirnimflex  nerve  is  very  likely  to  suffer  injury  and  the 
long  tendon  of  the  biceps  is  often  torn. 
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Subacromial   Dislocation    (Fig.   132). — The   head   escapes 

tl        fih  1    e  the  posterior  and  lower  part  of  the  ciipsule 

n  I  re  ts  ui  le  the  posterior  angle  of  the  acromion.  The  ten- 
i  n  of  the  subac  ipularis  is  stretched  across  the  surface  of  the 
f.lenoi  1  fo'isa  and  i^ometimes  torn.  The  supraspinatus  is 
etretche  1  oi   turn      The  infraspinatus  ia  relaxed. 


Subspinous   Dislocation    (Kig.  l.iS). — Here  the  excursion 

of  the  head  from  the  frlenoid  cavity  in  a  posterior  direction  is 
greiiter  than  tlie  above.  The  head  rests  Itelow  the  spine  of 
the  .scapula  and  l>cucath  the  infraspinatus  muscle.  The 
shoulder-strap  muades  are  displaced  in  the  same  manner  as 
in  subacromial  displacements,  but  the  stretching  and  tearing 
is  greater  liecause  of  the  greater  distance  the  head  of  the  bore 
has  traveled  from  its  normiil  position. 
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Anatomic  Considerations  in  the  Reduction  of  Shoulder 
Dislocations. — In  general  it  is  well  to  rememl^er  that  the  cure 
of  a  dislocation  is  its  reduction j  and  that  the  reduction  should 
be  immediate,  irrespective  of  pain,  swelling,  or  inflammation. 
"  Early  reduction  lessens  subsequent  disability."  Furthermore, 
the  fundamental  principle  in  the  reduction  of  a  dislocation  is: 
the  bone  should  be  returned  along  the  path  bif  xchich  it  made  its  exit. 

In  reducing  shoulder  dislocations  keep  in  mind  the  arteries, 
veins,  and  nerves  in  this  region,  and  avoid  injury  to  them. 
If  the  artery  be  atheromatous  the  danger  of  rupture  is  greater. 
The  axillary  vein  is  most  commonly  injured  and  gangrene  of 
the  arm  has  followed  this  accident. 

Obstacles  to  Reduction. — Chief  among  these  are: 

(a)  The  tension  of  the  untorn  portion  of  the  capsule,  preventing 
the  head  from  approaching  the  socket. 

(6)  The  interposition  of  portions  of  the  copsulcy  the  biceps 
tendon,  and,  less  frequently,  the  tendon  of  the  subscapularis 
muscle. 

(c)  The  shouLder-strap  muscles  form  a  barrier  to  reduction 
by  their  rigid  contraction;  hence,  the  value  of  an  anesthetic 
in  overcoming  this  rigidity. 

Anesthesia  in  Reducing  Shoulder  Dislocations. — Beside 
the  evident  value  of  anesthesia  in  facilitating  reduction  there 
is  a  good  anatomic  reason  for  choosing  ether  rather  than 
chloroform.  A  number  of  deaths  have  followed  the  use  of 
chloroform  in  reducing  shoulder  dislocations;  with  peculiar 
regularity  they  have  occurred  just  as  the  head  of  the  bone  is 
replaced  in  its  socket;  in  other  words,  co-incident  with  the 
reduction  there  occurred  cardiac  shock  which  resulted  fatally. 

The  anatomic  explanation  of  this  phenomenon  is  the  fact 
that  the  seventh  and  eighth  cervical  nerves,  which  enter  into 
the  formation  of  the  cord  supplying  the  shoulder-joint,  also 
send  filaments  to  the  inferior  cervical  ganglion,  w^hich  gives 
off  the  inferior  cardiac  nerve.  The  shock  sent  along  the 
nerve  tracks  by  the  head  of  the  bone  suddenly  regaining  its 
socket  depresses  the  heart  to  the  point  of  danger  when  it  is 
already  under  the  depressing  influence  of  chloroform.  Ether, 
l>eing  a  heart  stimulant,  counteracts  the  depressing  effect  which 
invariably  follows  reposition  of  the  humeral  head. 

Pother,  therefore,  is  the  anesthetic  of  choice  in  the  reduction 
of  shoulder  dislocations. 

Methods  of  Reduction. — These  mav  be  considered  under 
two  heads: 
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(a)  Traction  and  (6)  manipulation. 

In  all  methods  of  traction  fixation  of  the  scapula  is  essential. 
This  may  be  obtained  by  the  manipulation  of  an  assistant; 
passing  the  arm  through  a  canvas  band,  or  pressure  of  the 
surgeon's  hand  or  foot.  The  method  of  using  the  heel  in  the 
axilla  is  to  be  condemned,  since  it  has  caused  serious  injuries 
to  the  vessels  and  nerves  of  the  axilla.  One  of  the  simplest 
and  most  effectual  methods  of  traction  is  that  devised  by 
Stimson.  The  patient  lies  on  his  side  on  a  canvas  cot,  the 
injured  limb  passing  through  a  hole  cut  in  the  canvas.  With 
the  limb  hanging  vertically  downward  a  weight  of  ten  pounds 
is  attached  to  the  wrist  and  swings  free  of  the  floor.  The 
author  states  that  in  a,  few  minutes  the  dislocation  is  reduced 
quietly  and  without  pain. 

There  have  been  many  methods  of  manipulation  devised. 
That  advocated  by  Kocher  is  the  best  and  most  rational.  A 
r63um6  of  the  author's  description  is  as  follows: 

Position. — The  surgeon  faces  the  patient  with  one  hand  on 
the  elbow  and  the  other  hand  on  the  wrist;  the  elbow  is  flexed 
to  a  right  angle  and  pressed  against  the  patient's  side. 

First  Movement. — The  wrist  is  moved  steadily  outward 
until  the  resistance  becomes  considerable  (extreme  external 
rotation). 

Second  Movement. — Maintaining  the  arm  in  this  position 
(external  rotation  and  flexion  at  the  elbow)  the  ellx)w  is  moved 
forward  and  inward  until  the  arm  is  nearlv  horizontal. 

Third  Movement. — The  arm  is  rotated  inward  and  the  hand 
brought  to  the  opposite  shoulder. 

The  bone  may  slip  in  place  during  the  second  movement. 
This  method  is  applicable  in  anterior  dislocations  and  especially 
effective  in  subcoracoid  positions.  Its  author  claims  that 
it  is  not  only  successful  in  recent  dislocations,  but  in  those  of 
three  or  four  months*  standing. 

The  Anatomic  Basis  of  Kocher's  Method. — In  anterior 
dislocations  we  find  three  pathologic  factors: 

(a )  A  rent  in  the  anterior  part  of  the  capsule. 

(h)  The  posterior  part  of  the  capsule  untorn. 

{c^  The  posterior  scapular  muscles  untorn  and  stretched 
across  the  glenoid  fossa. 

Reasons  for  the  First  Movement. — Rv  external  rotation  vou 
relieve  the  tension  of  the  posterior  scapular  muscles  and  the 
rent  in  the  capsule  is  opened. 

Second  Movement. — Causes  relaxation  of  the  tense  but  untorn 
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portion  of  the  capsule,  and  the  head  of  the  humerus  enters 
its  socket. 

Third  Movement. — Brings  the  head  of  the  humerus  in  con- 
tact with  the  glenoid  fossa. 

This  method  depends  for  its  success  upon  the  untorn  portion 
of  the  capsule  and  will  fail  if  the  capsule  be  extensively  torn. 

Fracture  of  the  Anatomic  Neck  of  the  Humerus  (Fig. 
134). — This  must  necessarily  be  a  rare  fracture  when  we  con- 
sider the  strength  of  the  bone  at  this  point.  It  occurs  in 
elderly  people  in  whom  the  bone  is   brittle.     The  break   is 
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Neck  of  the  Hi 


within  the  capsule.  Sometimes  there  is  an  impacted  condi- 
tion, the  head  t)eing  driven  into  the  lower  fragment.  The 
deformity  is  slight.  The  fracture  is  an  obscure  one  and  may 
be  associated  with  anterior  dislocation  of  the  shoulder. 

SeparatioD  of  the  Upper  Epiphysis. — Since  ossification  of 
the  epiphj'sis  with  the  shaft  takes  place  at  the  twentieth  year, 
this  lesion  can  take  place  only  during  the  period  prior  to  the 
time  of  ossification.  Stimson  attributes  this  injurj'  to  cross 
strain  in  forcibly  carrj-ing  the  limb  beyond  the  normal  limits 
of  motion. 
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The  upper  epiphysis  includes  the  head  and  tuberosities  and 
is  represented  by  a  line  which  begins  on  the  inner  side  of  the 
head  of  the  bone  and  runs  transversely  across,  with  a  slight 
elevation  in  the  center  (Fig.  135). 

In  a  separation  the  epiphysis  becomes  "unglued"  from  the 
shaft.  The  displacement  is  characteristic.  The  head  of  the 
bone  is  in  place,  but  rotated  outward  by  the  action  of  the 
muscles  attached  to  the  greater  tul^erosity.  The  shaft  is 
drawn  forward  and  inward  by  the  muscles  attached  to  the 
bicipital  groove.  The  upper  end  of  the  shaft  can  be  felt  at  the 
front  of  the  shoulder  ancl  is  sometimes  seen  beneath  the  skin. 
This  gives  rise  to  an  abrupt  projection  at  the  front  of  the  joint 
a  short  distance  l)elow  the  coracoid  process  (Gray).  When  the 
arm  is  rotated  crepitus  is  felt,  but  it  is  of  a  soft,  cartilaginous 
character.  The  periosteum  is  not  entirely  torn  across.  Por- 
tions of  it  may  fall  l^etween  the  fragments  and  prevent  complete 
reduction.  This  injury  sometimes  brings  about  a  premature 
ossification,  and  as  the  growth  of  the  humerus  in  length  is 
chiefly  through  the  upper  epiphysis,  arrest  of  growth  may 
follow. 

Fracture  of  the  Surgical  Neck. — The  surgical  neck  is  the 
slender  part  of  the  humerus  below  the  tuberosities  and  above 
the  insertion  of  the  pectoralis  major.  A  fracture  occurring 
within  these  limits  may  be  considered  a  fracture  of  the  surgical 
neck.  The  term  surgical  neck  has  been  applied  to  this  portion 
of  the  humerus  because  of  the  frequency  of  fracture  in  this 
region.  It  is  the  most  common  fracture  of  the  upper  pqri  of  the 
humerus.  In  Fig.  136  note  the  r61e  which  the  muscles  play  in 
this  fracture,  and  the  displacement  is  readily  understood. 

The  lower  fragment  is  drawn  upward  by  the  biceps,  triceps, 
deltoid,  and  coracobrachialis;  inward  by  the  pectoralis  major, 
teres  major,  and  latis.simus  dorsi. 

This  fracture  resembles  an  anterior  dislocation  of  the 
shoulder.  The  presence  of  the  head  in  the  glenoid  cavity, 
the  failure  of  the  head  to  move  when  the  elbow  is  rotated, 
and  the  false  point  of  motion  are  differential  points  in  diagnosing 
this  condition. 

Tlie  anatomic  factors  in  this  fracture  suggest  important 
points  in  the  treatment.     They  are: 

(a)  The  use  of  extreme  abduction  in  reducing  the  fracture. 
The  lower  fragment  may  he  drawn  upward  to  such  an  extent 
that  traction  and  extreme  abduction  mav  be  necessarv  to 
coapt  the  two  fragments. 
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(6)  A  well-fitting  pail  in  the  axilla  to  prevent  the  lower 
fragment  from  inward  displaeement. 

(c)  No  inside  splint  is  necessary.  Its  uselessness  is  obvious, 
since  the  fracture  is  high  in  the  axilla  above  the  upper  margin 
of  an  inside  splint. 

id)  Never  support  the  elbow  by  splint.  Remember  the 
tendency  of  the  lower  fragment  to  ride  upward.  Any  support 
to  the  elbow  increase.s  this  tendency.  Where  the  overlappinf; 
is  marked  it  may  t)e  necessary  to  suspend  a  weight  from  the 
ellx>w  to  counteract  it. 


In  considering  these  fractures  near  the  shoulder-joint  as  a 
group,  we  should  remember  that — 

Fracture  oj  the  anatomic  neck  occurs  in  Ike  aged. 

Separation  of  the  upjwr  epiphi/sis  occvrs  in  the  ijoumj. 

Fracture  oj  the  surgical  neck  is  the  most  frequent,  and  occurn  in 
middle  life. 

Prolonged  immobilization  of  the  shoulder-joint  gives  rise  to 
ankylosis  (Fig.  137),  and  passive  mo\ement  .should  always  be 
begun  just  as  soon  as  it  ia  not  contraindirated  by  the  treatment. 

Excision  of  the  shoulder  es.sentially  consists  of  a  resection 
of  the  upper  head  of  the  humerus.  A  due  regard  should  I>e 
given  to  the  importance  of  preserving  the  circumflex  nerve. 
The  location  of  the  incision  should  l>e  at  a  point  where: 
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(a)  The  circumflex  nerve  will  miffer  the  least  injury. 

(b)  The  structures  about  the  joint  are  easily  exposed. 

An  incision  along  the  anterior  margin  of  the  ileltoid  best 
conserves  this  purpase.  Beginning  at  the  acromion,  the  inci- 
a'ion  is  carried  liownward  for  4  inches.  Rotation  of  the  arm 
outward  exposes  the  tendon  of  the  subscapnlaris,  which  is 
detached  from  the  lesser  tuberosity.  The  joint  capsule  is 
opened  opposite  the  bicipital  groove  and  the  biceps  tendon 
raised  from  the  groove  and  retracted  inward  over  the  lesser 
tuberosity.  By  rotating  the  arm  inward  t!ie  greater  tulwrosity 
is  brought  into  view  and  the  muscles  detached.  The  head  of 
the  bone  is  thrust  through  the  capsule  and  excised. 

By  a  conlinualion  of  tlie  same  incision  we  may  proceed  to 
(imputalion  al  the  .•tbouldir-joint.     ThuH,  in  those  cases  where 


the  surgeon  is  in  doubt  whether  the  correct  procedure  is  excision 
or  amputation,  he  may  first  examine  the  head  of  the  bone; 
if  amputation  lie  necessary  the  same  incision  is  extended 
downward,  the  muscles  are  detached  from  the  bicipital 
groove,  and  the  head  of  the  l)one  brought  out  through  the 
woimd.  The  principa!  vessels  may  now  l^e  ligated  or  com- 
pression made  by  the  fingers  of  an  assistant  and  the  soft  parts 
cut  through.  The  incision  is  rucket-shaped  and  leaves  an  excel- 
lent stump. 

Tumors  of  the  Shoulder. — The  frequent  sources  of  error 
in  diagnosing  serous  collections  of  fluid  about  the  shoulder  have 
already  been  alluded  to  (p.  252).  Sarcoma  of  the  head  of  the 
humerus  is  not  unusual  and  requires  an  interscapulothoracic 
amputation. 
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The  deltoid  muscle  is  frequently  the  seat  of  lipomata  because 
of  the  comparative  abundance  of  cellulo-adipose  tissue  which 
it  contains. 

The  axilla  or  armpit  is  a  pyramidal  space  between  the  arm 
and  the  upper  and  lateral  part  of  the  chest.  Surgically,  it  is 
a  passageway  through  which  the  large  vessels  and  nerves  are 
transmitted  from  the  neck  to  the  upper  extremity. 

This  pyramid-like  space  is  bounded  in  front  by  the  pectoralis 
major  and  minor;  behind  by  the  Mubscapularis,  teres  major,  and 
latissimus  dorsi:  on  the  inner  side  by  the  four  upper  ribs,  the 
intercostal  and  serratus  magnum  mu.scles;  and  on  the  outer 
side  by  the  humerus,  the  ooracobrachialis,  and  biceps  muscles. 
Its  apex  is  directed  upward  toward  the  root  of  the  neck  and 
corresponds  to  an  interval  between  the  clavicle  and  first  rib, 
through  which  the  axillary  vessels  and  nerves  pass  (Gray).  Its 
base  is  formed  by  integument  and  deep  fascia,  which  extends 
from  the  pectoralis  major  to  the  latissimus  dorsi.  Extending 
down  to  and  blending  with 
this  fascia  is  the  chivipec- 
toral  fascia,  which  forma 
the  "suspensory  ligament 
of  the  axilla"  (see  p.  243). 

The  skin  is  covered  with 
hair  and  contains  seba- 
ceous and  sweat-glands. 
These  sebaceous  glands  are 
very  liable  to  infection. 
They  form  subcutaneous 
abscesses  which,  on  ac- 
count of  the  fascia,  cannot 
penetrate  into  the  cavity 
of  the  axilla. 

The  arrangement  of  the 
axillary  fascia  plays  an  im-     *"'"■  '\5irLT"s3;'N"™  sagittal  Sec-iio."'  ™" 
portant  role  in  the  progress 

of  pus  in  the  axilla.  Note  the  arrangement  of  the  clavipectoral 
fiLscia  forming  the  suspensory  ligament  of  the  axilla  (Fig.  138). 
After  leaving  the  clavicle  and  ensheathing  the  suhclavius  it  runs 
to  the  upper  border  of  the  pectoralis  minor,  splits  and  encloses 
this  muscle,  then  unites,  and  goes  to  the  axillary  fascia,  to 
which  it  is  attached. 

Pus.  therejore.  tna>i  jorm  either  above  or  below  this  fascia,  i.  e., 
either  between  the  pectoralis  major  and  minor  or  below   the 
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pectoralis  minor.  In  the  first  instance  pus  between  the  two 
pectorals  is  of  small  consequence,  since  it  would  point  either  at 
the  anterior  bonier  of  the  axillary'  fold  or  at  the  interval 
between  the  ddtoid  and  pectoralis  major.  In  the  second 
instance  pus  below  the  pectoralis  minor  may  lead  to  fatal  con- 
sequences. It  may  burrow  along  the  sheaths  of  the  vessds 
into  the  neck  and  thence  spread  into  the  superior  mediastinum. 
In  opening  the  axilla  for  the  drainage  of  pus  remember  that — 

(a)  The  most  important  structures  lie  along  the  outer  wall 
of  the  space.     The  outer  side  is  the  danger  side. 

(b)  The  knife  should  enter  midway  between  the  anterior  and 
posterior  margins,  and  near  the  thoracic  side,  to  avoid  the  vessels. 

(c)  The  method  of  Hilton  is  the  safest ;  i.  e..  make  the  incision 
through  the  skin  and  fascia  and  follow  by  inserting  an  &Tiery 
clamp,  which  is  opened  in  the  wound  and  withdrawn;  thus,  the 
opening  is  enlarged  without  endangering  important  structures. 

Contents  of  Axilla. — The  axillary'  space  contains  the  axil- 
lar}'  vessels  and  their  branches,  the  brachial  plexus,  lymphatic 
glands,  and  cellular  and  adipose  tissue. 

General  Considerations, — (a)  The  most  important  structures 
lie  along  the  outer  wall,  near  the  humeral  head,  hence — 

(b)  When  the  humeral  head  is  dislocated,  compression  of  the 
vessels  is  apt  to  be  a  sequence. 

(c)  Rupture  of  the  artery  or  its  branches,  following  reduc- 
tion, is  more  frequent  than  injury  to  the  vein,  l)ecause  the  arter}' 
is  in  contact  with  the  capsule  and  the  arterial  walls  are  more 
susceptible  to  degeneration  than  veins. 

(d)  Along  the  inner  wall  are  merely  the  intercostohumeral 
nerve,  the  long  thoracic  nerve,  a  few  small  arterial  branches, 
and  the  lymphatics. 

The  axillary  artery  is  a  continuation  of  the  subclavian; 
commencing  at  the  outer  border  of  the  first  rib  it  runs  down  to 
the  lower  margin  of  the  teres  major  tendon. 

The  pectoralis  minor  crosses  the  artery  and  divides  it  into 
three  parts:  the  part  alK>ve,  the  part  beneath,  and  the  part 
below  the  pectoralis  minor. 

With  the  arm  at  right  angles  to  the  body  the  course  of  the 
arteri/  is  indicated  by  a  line  extending  from  the  middle  of  the 
ckivicle  to  the  middle  of  the  l)end  of  the  elbow. 

The  direction  of  the  artery  varies  with  the  position  of  the 
limb.  When  the  arm  is  at  right  angles  to  the  body  it  is  almost 
straight;  when  the  arm  is  lying  beside  the  chest  it  describes 
a  curve  with  the  convexity  outward  and  upward. 
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At  its  commencement  the  arten^  is  deeply  placed;  at  its 
termination  it  is  superficial,  being  covered  only  by  skin  and 
fascia;  hence,  compression  may  be  effectually  applied  in  the 
lower  part  of  its  course  by  pressing  the  artery  from  within 
outward  against  the  humerus. 

Its  Relations. — To  its  inner  side  is  the  axillary  vein,  main- 
taining this  position  throughout  its  course.  The  vein  overlaps 
the  artery,  is  larger,  and  more  superficial.  It  should  be  remem- 
bered that  in  extirpating  the  axillary  glands  the  vein  is  liable 
to  be  wounded,  especially  as  these  glands  are  often  adherent 
to  the  vessel,  and  when  wounded  air  is  liable  to  be  sucked  into 
the  vein  because  it  participates  in  the  respiratory  movements 
and  is  adherent  to  the  costocoracoid  membrane.  Likewise, 
when  the  vein  is  wounded,  it  remains  patulous  and  favors 
serious  hemorrhage. 

In  the  first  part  of  its  course  the  brachial  plexus  lies  to  the 
outer  side  of  the  artery;  in  the  second  portion  (below  the  pec- 
toralis  minor)  the  arterj^  is  surrounded  by  the  three  cords  of 
the  plexus:  the  outer  cord  on  the  outer  side,  the  inner  cord  on 
the  inner  side,  and  the  posterior  cord  behind.  In  the  third 
portion  the  branches  of  these  cords  surround  the  arter}',  the 
inner  head  of  the  median  l:)eing  in  front,  the  median  nerve 
Ijeing  on  the  outer  side,  the  ulnar  nerve  on  the  inner  side,  and 
the  musculospiral  nerve  behind. 

Ligation  of  Axillary  Artery. — The  artery  may  be  ligated 
in  the  first  and  third  part  of  its  course.  In  its  middle  portion 
the  artery  is  deeply  placed  and  surrounded  by  large  nervous 
trunks;  hence,  ligation  of  this  portion  is  impractical.  Ligations 
in  the  first  part  of  its  course  are  rarely  done,  as  surgeons  prefer 
to  tie  the  subclavian. 

Ligation  in  the  third  part  is  a  simple  procedure,  as  the  artery 
here  is  superficial.  The  coracobrachial  is  muscle  is  the  guide  to 
the  axillary  artery. 

With  the  arm  supinated  and  at  right  angles  to  the  body, 
beginning  at  the  center  of  the  axillary  floor,  an  incision  3  inches 
long  is  made  in  the  line  of  the  artery ;  after  incising  the  skin  and 
fascia  we  come  to  the  vein  on  the  inner  side  and  overlapping  the 
arterv.  The  vein  is  drawn  to  the  inner  side.  On  the  outer  side 
is  the  median  nerve,  which  is  retracted  outward.  The  ulnar 
nerve  between  the  artery  and  vein  is  carefully  separated.  The 
ligature  is  passed  from  the  vein  side,  within  outward. 

It  is  well  to  remember  that  occasionallv  there  is  a  muscular 
slip,  derived  from  the  latissimus  dorsi,  known  as  the  axillary 
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arch,  which  crosses  this  portion  of  the  artery  and  may  mislead                  ^ 
the  surgeon.     This  muscular  slip  rises  from  the  upper  edge  of                    1 
the  latissimus  dorsi,  crosses  the  axillary  vessels,  and  joins  the                    ■ 
under  surface  of  the  pectoralis  major.                                                              I 
After  ligature  of  the  third  portion  of  the  axillary,  collat«rd                    ■ 
i-irculation  is  established  by  the  subscapular  and  circumflex                   J 
;irtCTie^  anastomosing  with  the  superior  profunda  of  the  brachial.        ^^^J 

i 

^'^1 

g&'V^^H 

FiQ.  13B.-!.v«..-i,,T„-^nhT,n:  llii(..sT  ^^[.  \\n.i.A. 

The  axillary  lymph-glands  are  of  prime  interest   to  the 
nirgeon  because— 

(a)  They  drain  the  upper  extremity. 

(b)  They  receive  the  lymph  from  the  breast  and  the  front 
li  the  chest  (Fig.  139).  ' 

They  may  be  divided  into  three  groups: 

J 
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(1)  The  external  group  lie  on  the  external  wall  of  the  axilla, 
alongside  of  the  axillar}^  vessels,  and  receive  the  lymph  from 
the  entire  upper  extremity.  Thus,  wounds  of  the  fingers  may 
be  followed  by  enlarged  glands  in  the  axilla,  or  inflammatory 
lesion  of  the  upper  extremity  may  produce  the  same  result 
because  of  this  system  of  drainage. 

(2)  The  internal  group  lies  along  the  internal  wall  of  the 
axilla  or  lower  border  of  the  pectoralis  major.  They  dram  the 
lymphatics  from  the  breast  and  front  of  chest.  In  cancer  of 
the  breast  they  are  the  glands  first  involved. 

(3)  The  central  group  is  situated  on  the  posterior  wall  of 
the  axilla  and  communicates  with  the  two  preceding  groups. 
This  group  also  receives  the  lymph  from  the  integument  of 
the  back. 

There  are  two  or  three  infraclavicular  glands  situated  beneath 
the  clavicle,  through  which  the  axillary  and  deep  cervical 
glands  communicate. 

Surgical  Considerations. — The  axillary  glands  are  of  great 
surgical  importance  in  connection  with  carcinoma  of  the  breast. 
No  operation  for  cancer  of  the  breast  is  effective  unless  it 
include  a  thorough  removal  of  the  glands  of  the  axilla  and 
those  of  the  infra-  and  supraclavicular  fossa?,  if  they  l)e  involved. 

Early  involvement  of  the  axillary  glands  follows  mammary 
carcinoma. 

It  is  not  always  possible  for  the  surgeon  to  palpate  these 
glands  through  the  skin  and  fascia,  although  they  may  be 
involved;  hence,  the  necessity  of  opening  the  axilla  and  remov- 
ing the  glands  in  every  case  where  there  is  a  suspicion  of  cancer. 
The  operation  of  Halsted  gives  the  best  exposure  for  removing 
the  axillary  glands.  He  removes  entirely  the  clavicular  portion 
of  the  pectoralis  major  and  divides  the  pectoralis  minor.  This 
gives  the  surgeon  free  access  to  the  axillar\'  vessels  and  permits 
a  thorough  dissection.  The  glands  are  sometimes  so  adherent 
to  the  wall  of  the  axillary-  vein  that  dissection  is  impossible 
without  opening  the  vessel ;  in  such  a  case  a  ligature  should  l^e 
applied  to  the  vein  above  and  below  the  part  involved,  and 
the  intermediate  portion  excised. 

The  brachial  plexus  is  formed  by  the  union  of  the  anterior 
primary  divisions  of  the  fifth,  sixth,  seventh,  and  eighth  cervical 
nerves,  and  the  first  dorsal  (Fig.  140).  The  nerves  emerge 
between  the  anterior  and  middle  scaleni  muscles.  The  upper 
limit  of  the  plexus  is  represented  by  a  point  on  the  side  of  the 
neck  opposite  the  cricoid  cartilage.     From  the  side  of  the  neck 
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the  plexus  descends,  lieneath  the  clavicle,  into  the  axilla,  and 
opposite  the  coracoid  process  tiivides  into  the  numerous  branches 
which  supply  the  upper  extremity. 

The  primary  formation  of  this  plexus  is  constant,  but  the 


formation  of  the  trunks  and  cords  is  subject  to  considerable 
variation.     The  following  appears  to  1«  the  moat  constant 
arrangement. 
The  plexus  may  be  divided  into  five  part^: 

(1)  The  inriii-iduol  primari/  nerves. 
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(2)  The  nerves  uniting  to  form  three  trunks. 

(3)  The  trunks  dividing  into  anterior  and  posterior  divisions. 

(4)  The  six  divisions  uniting  to  form  three  cords. 

(5)  The  three  cords  breaking  up  into  terminal  branches. 
Primary  Nerves. — As  before  stated,  the  primary  nerves  are 

the  fifth,  sixth,  seventh,  and  eighth  cervical  and  the  first  dorsal. 
They  lie  in  the  lower  part  of  the  side  of  the  neck,  upon  the 
scalenus  medius  muscle,  the  scalenus  anticus  being  in  front. 
The  subclavian  artery  also  lies  between  these  muscles,  lower 
down.  The  plexus  is^  therefore,  above  the  second  portion  of  the 
suMavian  artery. 

At  the  external  border  of  the  scalenus  anticus  muscles  the 
six  nerves  unite  to  form  three  trunks.  They  lie  in  the  posterior 
inferior  triangle  of  the  neck.  The  lower  trunk  is  behind  the 
third  portion  of  the  subclavian  artery,  the  two  other  trunks  are 
above  the  vessel. 

Beneath  the  clavicle  the  trunks  divide  each  into  an  anterior 
and  posterior  division,  lying  above  and  external  to  the  first 
portion  of  the  axillary  artery. 

These  six  divisions  unite  to  form  three  cords. 

The  anterior  divisions  of  the  upper  and  middle  trunk  form 
the  outer  cord. 

The  anterior  division  of  the  lower  trunk  forms  the  inner  cord, 
and  the  posterior  divisions  of  all  three  trunks  form  the  pos- 
terior cord.  These  three  cords  surround  the  second  part  of  the 
axillary  artery,  the  outer  cord  lying  on  the  outer  side,  the  inner 
cord  lying  on  the  inner  side,  and  the  posterior  cord  lying  behind. 

The  brachial  and  cervical  plexuses  communicate  by  a  branch 
connecting  the  fourth  and  the  fifth  nerve. 

The  brachial  plexus  communicates  with  the  phrenic  nerve  by 
a  branch  from  the  fifth  cervical,  which  joins  the  phrenic  on 
the  scalenus  anticus  muscle. 

The  branches  given  off  above  the  clavicle  are  the  muscular 
and  communicating  branches  already  mentioned. 

The  muscular  branches  are  small  twigs  to  the  longus  colli, 
scaleni,  rhomboidei,  and  subclavius  (this  latter  branch  descends 
in  front  of  the  third  part  of  the  subclavian  artery). 

The  practical  lvalue  in  the  study  of  any  nerve  is  a  clear 
understanding  of  its  function;  origin  and  course  are  important, 
but  function  is  essential.  The  primary  knowledge  of  function 
will  suggest  the  general  course  of  the  nerve.  Remember  that 
most  of  these  nerves  are  mixed  nerves  transmitting  both 
motion  and   sensation.      Recall    Hilton's    law   (p.   252)   and 
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demonstrate  its  value  in  the  upper  extremity.  Group  the 
muscles  and  the  cutaneous  areas  supplied  by  each  nerve  {Figs. 
141  and  142).  Let  each  movement  of  the  upper  extremity 
suggest  the  nerve  path  through  which  the  impulse  passes. 

The  long  thoracic  (external  respiratorj'  nerve  of  Bell) 
arises  from  the  fifth  and  sixth  cervical  nerves  in  the  scalenus 
medius  muscle,  passes  down  l>ehind  the  brachial  plexus  and 
axillary  vessels,  and  supplies  the  serratus  magnus  muscle. 
Paralysis  of  this  nerve  produces  the  deformity  known  as 
"winged  scapula." 

The  suprascapular  nerve  arises  from  the  trunk  formed  by 
the  fifth  and  sixtli   nerves.     It  pas-ses  beneath  the  trapezius 
and  through   the   suprascapular  notch,  supplies 
the  supraspinatus  and  infraspinatus  muscles, 
and  sends  a  twig  to  the  shoulder-joint. 
Branches    below    the    Clavicle.  —  The 
branches  below  the  clavicle  are  the 
nerves  derived  from  the  three 
■:  From  the  outer  cord 
the  external  anterior 
thoracic,  the  muscu- 
locutaneous,   the 
outer  head  of 
median. 


From   the  inner  cord — the 
internal    anterior  thoracic, 
internal  cutaneous,  the   les-ser   in- 
ternal cutaneous,  the  ulnar,  the  inner 
head  of  median.     From  the  posterior  cor 
^the  three   subscapular 
flex,  the  musciilospiral. 

External  Anterior  Thoracic  Nerve. — Funrlion. — Supplies 
the  pectoralis  major  muscle.  It  is  a  branch  of  the  outer  cord, 
passes  inward  across  the  axillary  artery,  pierces  the  costo- 
coracoid  membrane,  and  is  distributed  to  the  under  surface  of 
the  pectoralis  major  muscle. 

Internal  Anterior  Thoracic  Nerve. — /^'unedOM.— Supplies 
the  pectoralis  minor  muscle.  Passes  behind  the  first  part  of 
the  axillary  arter>-,  then  forward  between  the  axillary  artery 
and  veiu  lo  the  under  surface  of  the  pectoralis  minor  muscle. 
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The  Three  Subscapular  Nerves. — Function. — The  upper 
supplies  the  aubscapularis  muscle;  the  rakidle  supplies  the 
latissimus  dorsi,  and  the  lower  supplies  the  teres  major. 

These  nerves  are  branches  of  the  posterior  cord.  The  middle, 
or  long  scapular,  accompanies  the  subscapular  artery  in  its 
course- 

The  CircTimflei  'Strvt.— Function. — Supplies  the  deltoid 
and  teres  minor,  the  shoulder-joint,  and  the  skin  over  the 
deltoid. 

It  is  a  branch  of  the  posterior  cord.     In  company  with  the 
posterior  circumflex  artery  it  winds  around  the  surgical  neck 
of  llio  humerus,  piiKses   throuph    ihe  quiidri- 
hitcnil  .space   (see    p.    246)    to    supply   the 
structure  above  mentioned. 

The  Internal   Cutaneous  Nerve. — 

—Supplies    the   skin   on 

internal  surface  of  the 

skin  on  the  anter- 

id  posterior  surface 

the   ulnar   side   of 

the  forearm,  as  far 

wrist.* 

V,     I'  '^  ii  ''ranch 

lies  to  the  inner  side  of  the 

axillary  artery,  pierces  the  cieep 

fascia  with  the  basilic  vein,  am; 

becomes    cutaneous.       Its    anterior 

branch  descends  in  front  of  the  me(ii;ii 

basilic   vein   (see  Phlebotomy,  p.  2Sn 

supply  the  skin  on   the  anterior  .surface  of 

the  forearm.     The  posterior  branch  winils  l)ehind  the  internal 

condyle  to  supply  the  skin  on  the  back  of  the  forearm. 

The  Lesser  Internal  Cutaneous  Nerve  (Nerve  of  Wris- 
berg}. — Function. — Supplies  the  skin  on  the  upper  and  inner 
aspect  of  the  arm. 

It  is  a  branch  of  the  inner  cord.  It  lies  on  the  inner  side  of 
the  axillary  vein  and  is  joined  in  the  axilla  by  the  intercosto- 
humeral  (pain  in  the  breast  is  reflecte<l  down  the  arm  through 
this  commimication).  Half-way  clown  the  arm  it  pierces  the 
<leep  fascia  to  supply  the  skin  as  above. 
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The  Musculocutaneous  Nerve. — Function, — As  its  name 
indicates,  it  is  muscular  and  cutaneous  in  function,  supplying 
the  muscles  on  the  anterior  surface  of  the  arm  and  the  elbow- 
joint  and  the  skin  on  the  anterior  and  posterior  surface  of  the 
radial  side  of  the  forearm  as  far  as  the  wrist.  It  is  a  branch 
of  the  outer  cord.  It  passes  obliquely  through  the  coraco- 
brachialis,  descends  between  the  biceps  and  brachialis  anticus, 
winds  around  the  outer  border  of  the  tendon  of  the  biceps, 
piercing  the  deep  fascia.  It  lies  beneath  the  median  ceph^dic 
vein  (see  Phlebotomy,  p.  285)  and  divides  into  anterior  and 
posterior  branches  for  its  cutaneous  distribution. 

The  Median  Nerve. — Function. — Supplies  all  the  flexors 
and  pronators  except  the  flexor  carpi  ulnaris  and  half  the 
flexor  profundus  digitorum,  the  elbow-joint,  the  two  radial 
lumbricales,  the  integument  in  the  center  of  the  palm,  the 
palmar  surface  of  the  thumb,  index,  middle,  and  the  radial 
half  of  the  ring  fingers.  It  arises  by  two  heads,  one  from  the 
outer,  the  other  from  the  inner  cord.  These  two  heads  unite 
in  front  of  the  third  part  of  the  axillary  artery.  In  the  upper 
part  of  the  arm  the  nerve  lies  to  the  outer  side  of  the  artery; 
at  the  middle  of  the  arm  it  is  over  the  brachial  artery,  and 
fiear  the  elbow  it  lies  on  its  inner  side.  At  the  elbow  it  is 
beneath  the  bicipital  fascia  and  separated  from  the  joint  by  the 
brachialis  anticus  muscle.  In  the  forearm  it  passes  between 
the  two  heads  of  the  pronator  radii  teres,  continues  down  the 
arm  between  the  flexor  sublimis  and  flexor  profundus.  Just 
above  the  wrist  it  lies  in  the  middle  line  between  the  tendons 
of  the  flexor  sublimis  and  flexor  carpi  radialis,  teneath  and  to 
the  radial  side  of  the  palmaris  longus.  It  passes  beneath  the 
annular  ligament  and  divides  into  digital  branches  which 
supply  the  thumb,  first,  second,  and  radial  side  of  the  ring 
fingers. 

Parcdjfsis  of  the  Median. — In  paralysis  of  the  median  the 
muscles  on  the  front  of  the  forearm  are  atrophied,  there  is 
marked  wasting  of  the  muscles  of  the  ball  of  the  thumb. 
Flexion  of  the  wrist  is  accomplished  only  through  the  flexor 
carpi  ulnaris.  The  hand,  in  consequence,  is  deflected  toward 
the  ulnar  side.  The  pronators  and  flexors  of  the  fingers  are 
affected,  except  the  inner  half  of  the  flexor  profundus,  which  is 
supplied  l)y  the  ulnar.  There  is  loss  of  sensation  on  the  palmar 
surface  of  the  thumb,  index,  middle,  and  radial  half  of  the  ring 
fingers. 

The    Ulnar   Nerve. — Function. — No    branches   supply    the 
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arm.  It  sends  branches  to  tlie  elbow  and  wrist-joints.  It 
supplies  the  flexor  carpi  ulnaris  and  half  the  flexor  pro- 
fundus digitorum,  the  skin  of  the  hypothenar  eminence,  the 
palmar  surface  of  the  little  finger  and  the  ulnar  half  of  the 
ring  finger,  the  dorsal  surface  of  the  little  finger,  ring  finger,  and 
the  ulnar  half  of  the  middle  finger,  the  two  ulnar  lumbricales, 
and  all  the  interossei. 

The  ulnar  nerve  arises  from  the  inner  cord,  descends  between 
the  axillary  artery  and  vein,  and  holds  the  same  relation  with 
the  brachial  artery  to  the  middle  of  the  arm.  Here  it  runs 
obliquely  down  across  the  inner  head  of  the  triceps,  pierces  the 
internal  muscular  septum  in  company  with  the  inferior  pro- 
funda artery,  and  descends  into  the  groove  between  the  internal 
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condyle  and  the  olecranon  process.  In  the  forearm  it  passes 
l>etween  the  two  hea<b  of  the  flexor  carpi  ulnaris,  and,  re.sting 
on  the  flexor  profundus  digitorimi.  it  tlescends  to  the  wrist 
lying  on  the  ulnar  side  of  the  ulnar  artery-  It  enters  the  hand 
by  crossing  the  superficial  surface  of  the  anterior  annular 
ligament,  close  to  the  radial  border  of  the  pisiform  bone,  and 
terminates  by  bifurcating  into  superficial  and  deep  branches. 

Parah/sis  of  the  idnar  nerre.  is  shown  by  a  wasting  of  the 
muscles  forming  the  ball  of  the  little  finger,  impaired  poWer  in 
ulnar  flexion  and  adduction,  inability  to  spread  out  the  fingers, 
due  to  paralysis  of  the  interossei;  loss  of  sensation  in  the  skin 
surface  supplied  by  the  nerve 
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Following  paralysis  of  this  nerve  the  hand  assumes  a  char- 
acteristic deformity  known  as  ** clauyhand*'  (main  en  griff e) 
(Fig.  143),  due  to  the  fact,  that  when  the  two  inner  lumbricales 
and  the  interossei  are  paralyzed,  the  balance  between  the 
flexors  and  extensors  is  lost,  in  consequence  of  which  the 
proximal  phalanges  are  extended,  the  middle  and  distal  pha- 
langes flexed. 

The  Musculospiral  Nerve. — Function. — Supplies  the  mus- 
cles in  the  back  of  the  arm,  all  the  supinators  and  exten.sors 
of  the  forearm,  sends  branches  to  the  elbow  and  wrist-joints, 
supplies  a  strip  of  skin  in  the  middle  and  back  of  the  arm  and 
forearm  to  the  WTist,  the  dorsal  surface  of  the  thumb,  index,  and 
radial  half  of  the  middle  fingers. 

It  is  the  largest  branch  of  the  brachial  plexus,  arises  from 
the  posterior  cord,  and  descends  behind  the  third  part  of  the 
axillary  artery  and  the  upper  portion  of  the  brachial.  It 
accompanies  the  superior  profunda  artery  into  the  interval 
between  the  inner  and  outer  heads  of  the  triceps,  winds  around 
the  musculospiral  groove,  descends  between  the  supinator 
longus  and  brachialis  anticus  to  the  front  of  the  external  con- 
dyle, where  it  divides  into  the  radial  and  posterior  interosseous 
branches. 

The  radial  nerve  is  cutaneous  in  function  and  descends 
under  cover  of  the  supinator  longus.  At  the  middle  third  of  the 
forearm  it  joins  company  with  the  radial  artery,  running 
parallel  and  to  the  radial  side  of  the  vessel.  About  3  inches 
above  the  wTist  it  passes  beneath  the  tendon  of  the  supinator 
longus,  pierces  the  deep  fascia  at  the  back  of  the  wrist,  and 
divides  into  its  terminal  branches. 

The  posterior  interosseous  nerve  descends,  in  company 
with  the  posterior  interosseous  artery,  along  the  interosseous 
meml)rane  to  the  back  of  the  carpus,  where  it  ends  in  a  gan- 
glion from  enlargement. 

Paralysis  of  the  Musculospiral  Nerve. — The  musculo- 
spiral nerve,  as  it  lies  in  the  musculospiral  groove,  is  in  close 
relationship  with  the  humerus.  It  is,  therefore,  7rwre  frequently 
injured  than  any  other  nerve  of  the  plexus.  Fractures  of  the 
humerus  may  lead  to  paralysis  of  the  nerve  by  causing  lacera- 
tion of  the  nerve,  or  the  nerve  may  become  involved  in  the 
subsequent  callus  which  is  formed.  It  may  be  severed  in 
woun(is  of  the  arm.  Sleeping  with  the  head  pressing  against 
the  arm  has  been  followed  by  paralysis. 

Allowing  the  arm  to  hang  over  the  edge  of  an  operating  table 
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while  the  patient  is  under  anesthesia  gives  rise  to  anesthesia 
paralysis.  A  badly  padde<l  crutch  pressing  against  the  arm 
sometimes  produces  crutch  parali/sis. 

Paralysis  of  this  nerve  is  often  a  symptom  of  lead-poisoning. 
The  typical  deformity  foUowinfi  paralysis  of  this  nerve  is  known 
as  "wrist-drop"  (Fig.  144).  The  extensors  being  paralyzed, 
the  hand  drops  flaccid  at  the  wrist,  and  the  fingers  are  flexed- 
The  supinators  and  extensors  cease  to  act,  and  there  is  loss  of 
sensation  in  the  region  supplied  by  the  radial  nerve. 

Surgical  Considerations. — The  brachial  plexus  may  be 
over-stretched  or  ruptured  by  extreme  traction  on  the  limb, 
and   complete   paralysis   follow.     In  subcoracold  dislocations 


the  head  of  the  humerus  may  compress  the  nerve  trunks  against 
the  ribs.  In  wounds  of  the  axilla  any  of  the  nerves  may  be 
involved,  but  the  median  is  most  frequently  affected,  owing  to 
its  exposed  position. 

The  circumflex  nerve,  as  it  winds  around  the  surgical  neck  of 
the  humerus,  is  exposed  to  injurv-  in  fractures  of  this  part  of 
the  bone  and  in  dislocations  of  the  shoulder.  Such  injury  is 
followed  by  paralysis  of  the  deltoid. 

Erb's  paralysis  is  an  obstetric  paralysis  of  the  arm  occuring 
in  infants,  and  is  due  to  over-stretching  of  the  plexus  during 
delivery. 

Where  the  brachial  plexus  has  l)een  torn,  satisfactory  results 
have  followed  suture  of  the  plexus. 


CHAPTER  XV 
THE  ARM 

The  region  of  the  arm  extends  from  the  insertion  of  the 
pectoralis  major  tendon  to  a  point  three  fingers'-breadth  above 
the  bend  of  the  elbow. 

On  the  anterior  surface  is  the  prominent  muscular  eminence 
formed  by  the  biceps;  on  each  side  are  the  bicipital  grooves, 
internal  and  external,  corresponding  to  the  inner  and  outer 
edges  of  the  biceps  muscle. 

The  internal  bicipital  groove  lodges  the  basilic  vein  and 
brachial  artery.  The  pulsations  of  the  artery  can  be  plainly 
felt,  and  the  vessel  compressed  against  the  underlying  humerus. 

The  external  bicipital  groove  is  not  so  well-marked  as  the 
internal.  At  the  insertion  of  the  deltoid  it  bifurcates  into  the 
anterior  and  posterior  borders  of  the  deltoid.  It  lodges  the 
cephalic  vein. 

The  skin  and  subcutaneous  tissue  of  the  arm  are  loose  and 
easily  rolled  back,  which  facilitates  the  forming  of  a  flap  in 
amputations. 

The  brachial  aponeurosis  envelops  the  whole  arm  like  a  cufif. 
It  is  thicker  behind  than  in  front.  At  the  border  of  the  inter- 
nal and  external  bicipital  grooves  are  two  expansions  of  this 
aponeurosis,  which  extend  to  the  bone,  forming  an  intermus- 
cular septum. 

The  internal  intermuscular  septum  separates  the  biceps 
and  brachialis  anticus  above  from  the  triceps  below,  and  is 
attached  to  the  internal  surface  of  the  humerus. 

The  external  intermuscular  septum  extends  between  the 
brachialis  anticus  and  the  triceps,  and  is  attached  to  the  exter- 
nal border  of  the  humerus.  Thus,  the  arm  is  divided  into  two 
compartments,  anterior  and  posterior. 

The  anterior  compartment  contains  the  biceps  and  brachialis 
anticus  muscles,  the  brachial  artery  and  venie  comites,  and  the 
median  and  musculocutaneous  nerves. 

The  biceps  muscle  arises,  by  a  long  head,  from  the  upper 
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margin  of  the  glenoid  cavity,  the  tendon  of  which  arches  over 
the  head  of  the  humerus  and  passing  through  an  opening  in 
the  capsular  ligament  descends  in  the  bicipital  groove;  by  a 
short  head  from  the  apex  of  the  coracoid  process,  in  common 
with  the  coracobrachialis.  It  is  inserted  by  a  flattened  tendon 
into  the  tuberosity  of  the  radius. 

Nerve, — The  musculocutaneous. 

Action. — It  flexes  the  forearm  and  acts  as  a  powerful  supi- 
nator. 

The  brachialis  anticus  is  beneath  the  biceps  and  rests  upon 
the  humerus,  encircling  its  anterior  portion.  It  is  separated 
from  the  biceps  by  loose  cellular  tissue,  in  which  lies  the  mus- 
culocutaneous nerve. 

It  arises  from  the  lower  half  of  the  outer  and  inner  surfaces 
of  the  shaft  of  the  humerus  below  the  deltoid,  and  the  inter- 
muscular septum.  It  is  inserted  into  the  coronoid  process  of 
the  ulna. 

Nerve. — The  musculocutaneous. 

Action. — Flexor  of  the  forearm. 

The  coracobrachialis,  situated  at  the  upper  and  inner  part 
of  the  arm,  arises  from  the  coracoid  process  and  from  the 
intermuscular  septum.  It  is  inserted  into  the  shaft  of  the 
humerus  at  the  middle  of  its  inner  surface.  It  is  perforated 
by  the  musculocutaneous  nerve. 

Nerve. — The  musculocutaneous. 

Action. — Flexes  and  adducts  the  arm. 

The  vascular  sheath  of  the  arm,  formed  from  the  deep 
fascia,  lies  upon  the  internal  intermuscular  septum  and  corre- 
sponds to  the  internal  bicipital  groove;  it  is,  therefore,  just 
beneath  the  inner  edge  of  the  biceps.  It  contains  the  brachial 
arterv,  the  venae  comites,  and  median  nerve. 

The  brachial  artery  occupies  the  internal  bicipital  groove. 
It  is  a  continuation  of  the  axillar>^  and  begins  at  the  lower 
border  of  the  tendon  of  the  teres  major,  extending  down  the 
inner  and  anterior  aspect  of  the  arm,  and  terminating  i  inch 
below  the  bend  of  the  elbow,  where  it  divides  into  the  radial 
and  ulnar  arteries. 

The  course  of  the  artery  may  be  represented  by  a  line  draw^n 
from  the  anterior  axillary  fold  along  the  internal  bicipital 
groove  to  the  middle  of  the  bend  of  the  elbow. 

Relations  of  the  Brachial  Artery. — Above  are  the  skin,  super- 
ficial fascia,  the  basilic  vein;  at  the  bend  of  the  elbow  the  median 
basilic  vein,  the  deep  fascia  and  the  inner  border  of  the  biceps 
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muscle.  The  median  nerve  crosses  the  artery  in  the  middle 
of  its  course. 

Behind  are  the  insertion  of  the  coracobrachialis  and  the 
brachialis  anticus.  On  the  outer  side  are  the  shaft  of  the 
humerus,  the  coracobrachialis  and  biceps,  and  the  median 
nerve  in  the  upper  part  of  its  course. 

On  the  inner  side  are  the  internal  cutaneous  and  ulnar  nerves 
and  the  median  nerve  in  the  lower  part  of  its  course. 

One  either  side  of  the  artery  are  the  venae  comites. 

The  principal  branches  of  the  brachial  artery  are: 

(a)  The  superior  profunda^  which  arises  from  the  upper 
part  of  the  brachial  and  accompanies  the  musculospiral  nerve 
as  it  winds  about  the  humerus  between  the  outer  and  inner 
heads  of  the  triceps  to  the  outer  condyle.  It  passes  through 
the  external  intermuscular  septum  and  anastomoses  with  the 
radial  recurrent. 

(6)  The  inferior  profunda  is  given  off  just  below  the  middle 
of  the  arm  and  accompanies  the  ulnar  nerve  to  the  olecranon, 
where  it  anastomoses  with  the  anastomotica  magna,  the 
superior  profunda,  and  the  posterior  ulnar  recurrent. 

(c)  The  anastomotica  magna  branches  from  the  brachial 
near  the  elbow  and  runs  inward  on  the  brachialis  anticus, 
pierces  the  internal  intermuscular  septum,  and  winds  around 
the  back  of  the  humerus.  It  anastomoses  with  every  neighbor- 
ing branch  except  the  radial  recurrent. 

Anomalies. — The  brachial  artery  is  more  frequently  the 
subject  of  anomalies  than  all  others.  The  bifurcation  into 
radial  and  ulnar  may  take  place  anywhere  between  the  armpit 
and  elbow  (Owen).  The  high  bifurcation  is  not  infrequent, 
a  fact  to  be  remembered  in  ligation  of  the  artery. 

The  median  nerve  gives  off  no  branches  in  the  arm.  It 
changes  its  relations  to  the  brachial  artery  three  times  in  the 
course  of  that  vessel.  Above,  it  lies  to  the  outer  side  of  the 
arter\',  in  the  middle  it  is  on  top,  and  below^  it  is  on  the  inner 
side.  It,  therefore,  crosses  the  artery  from  without  in.  In 
the  high  division  of  the  brachial  artery  the  nerve  runs  between 
the  two  branches. 

The  posterior  compartment  contains  the  triceps,  the  branches 
of  the  brachial  artery  (described  above),  the  ulnar,  and  musculo- 
spiral nerves. 

The  Triceps  Muscle. — The  long  head  arises  from  a  depression 
immediately  below  the  glenoid  cavity,  the  inner  head  from 
the  posterior  surface  of  the  shaft  of  the  humerus  below  the 
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musculospiral  groove,  and  the  outer  head  from  the  posterior 
surface  of  the  shaft  above  the  musculospiral  groove,  the  external 
border  of  the  humerus,  and  the  external  intermuscular  septum. 
These  three  heads  unite  and  are  inserted  by  a  common  tendon 
into  the  upper  surface  of  the  olecranon. 

Nerve. — The  musculospiral. 

Action. — Extends  the  forearm. 

The  ulnar  nerve  gives  off  no  branches  in  the  arm.  It  lies 
internal  to  the  brachial  artery,  but  gradually  bears  away 
toward  the  internal  condyle,  and  finally  lodges  in  a  groove 
between  the  internal  condyle  and  the  olecranon. 

The  musculospiral  nerve  at  first  lies  behind  the  artery. 
It  winds  in  the  musculospiral  groove  in  company  with  the 
superior  profunda  artery.  After  piercing  the  external  septum 
it  reaches  the  region  of  the  ell)0w  lying  between  the  supinator 
longus  and  the  brachialis  anticus.  In  front  of  the  external 
condyle  it  divides  into  the  radial  and  i)osterior  interosseous. 

Surgical  Considerations. — In  the  development  of  the 
humerus  the  upper  end,  although  first  to  ossify,  is  the  last  to 
join  the  shaft  (Gray).  The  length  of  the  bone,  therefore, 
depends  mainly  upon  the  growth  from  the  upper  epiphysis. 

In  amputation  of  the  arm  in  yoimg  subjects  the  humerus 
may  continue  to  grow  and  give  rise  to  a  conic  stump,  which 
may  subsequently  require  the  removal  of  several  inches  of 
bone. 

Fracture  of  the  Shaft  of  the  Humerus. — It  is  more  fre- 
quently fractured  by  muscular  action  than  any  other  bone  in 
the  body.  The  usual  site  of  this  fracture  is  at  the  middle  or 
lower  third.  The  close  proximity  of  the  musculospiral  to  the 
shaft  of  the  bone  renders  the  nerve  liable  to  injury,  which  may 
be  primarily  involved  by  contusion  or  laceration,  or  secondarily 
by  involvement  in  the  subsequent  callus,  in  which  case  "  wrist- 
drop" would  occur,  either  immediately  or  after  a  lapse  of  sev- 
eral weeks. 

In  paralysis  of  the  musculospiral  following  fracture  it  is 
better  to  wait  for  several  weeks  l^efore  attempting  to  operate — 

(a)  Because  the  paralysis  may  be  due  to  contusion,  in  which 
case  it  will  clear  up  after  a  few  weeks. 

(b)  It  is  better  to  have  the  bone  united  before  running 
the  risk  of  an  open  wound. 

This  fracture  is  more  likely  to  be  followed  by  nonunion  than 
any  other  bone  in  the  body.  The  reason  for  this  is  (a)  defective 
immobilization.    The  mistake  is  frequently  made  of  immobil- 
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izing  the  elbow  as  well  as  the  shaft;  nothing  contributes  more 
toward  nonunion  than  this  procedure,  since  the  rigid  elbow- 
joint  allows  every  movement  of  the  hand  and  arm  to  be  com- 
municated to  the  seat  of  fracture. 

(6)  Interposition  of  the  Muscles. — While  this  has  been  given 
as  a  cause  for  nonunion  by  many  authors,  it  probably  plays 
a  minor  r61e. 

Fractures  of  the  shaft  of  the  humerus  sometimes  occur  in 
the  newborn  during  delivery. 

Traumatic  paralysis  of  the  musculospiral  nerve  may 
occur  from  the  use  of  an  Esmarch  bandage,  or  from  allowing 
a  patient's  arm  to  hang  over  the  sharp  edge  of  the  table  while 
under  anesthesia. 

Compression  of  the  brachial  artery  may  be  employed  for 
temporary  hemostasis  in  amputation  of  the  arm  or  in  hemor- 
rhage of  the  hand  or  forearm.  This  may  be  accomplished  at 
any  part  of  the  course  of  the  artery.  In  the  upper  part  the 
pressure  should  be  directed  from  within  out,  in  the  lower  part 
from  before  backward.  The  most  favorable  site  is  at  the  mid- 
dle of  the  arm. 

Above  the  elbow,  compression  may  be  made  by  forcibly  flexing 
the  forearm  on  the  arm;  the  thick  muscles  of  the  forearm 
compress  the  artery  as  it  lies  on  the  brachialis  anticus.  This 
is  an  excellent  temporary  measure  in  severe  hemorrhage  from 
the  palm  of  the  hand. 

Ligation  of  the  Brachial  Artery  for  Hemorrhage  or 
Aneurysm. — The  ligation  of  this  artery  is  comparatively  easy, 
because  of  its  superficial  situation  and  the  landmarks  which 
serve  as  guides  in  determining  its  position. 

The  chief  landmarks  are  the  pulsation  of  the  artery  and  the 
groove  along  the  inner  side  of  the  biceps.  The  artery  should 
be  approached  with  great  care  because  of  its  superficial  situation 
and  its  intimate  connection  with  other  important  vessels  and 
nerves.  The  arm  should  be  abducted  and  supinated,  and  an 
incision  made  in  the  middle  third  of  the  arm  along  the  course 
of  the  artery  at  the  inner  margin  of  the  biceps. 

In  dividing  the  superficial  fascia  the  basilic  vein  should  be 
avoided  and  drawn  to  one  side. 

After  dividing  the  deep  fascia  the  inner  border  of  the  biceps 
is  reco<rnized  and  drawn  aside.  The  median  nerve  is  then 
seen  lying  on  the  artery.  If  the  ligation  be  made  in  the  upper 
third  of  the  arm  the  nerve  is  to  the  outer  side  of  the  artery,  if 
in  the  lower  third  the  nerve  is  on  the  inner  side. 


THE  ARM  283 

The  artery,  being  recognized,  it  should  be  carefully  separated 
from  the  surrounding  structures  and  the  ligature  passed  from 
the  side  of  the  median  nerve.  The  vense  comit^  should  be 
avoided. 

Possible  Errors  may  obtain  in: 

(a)  High  Division  of  the  Brachial. — This  anomaly  is  of 
frequent  occurrence  (one  in  five).  If  there  are  two  arteries 
present  they  usually  run  side  by  side,  the  median  nerve  crossing 
over  between  them.  If  on  exposing  the  artery  the  median 
nerve  is  found  crossing  under  instead  of  over,  a  high  di\dsion 
should  be  suspected  and  search  made  for  the  second  vessel. 
If  two  vessels  are  present  the  surgeon  may  discover  the  one 
communicating  with  the  wound  or  aneurysm  by  alternately 
pressing  on  each  vessel  and  applying  the  ligature  accordingly. 
It  may,  however,  be  necessary  to  ligate  both  vessels  to  produce 
the  desired  results. 

(6)  In  the  middle  of  the  arm  the  inferior  profunda  may 
be  mistaken  for  the  main  vessel,  especially  if  enlarged.  This 
will  be  avoided  by  making  the  incision  hug  the  margin  of  the 
biceps,  and  by  noting  the  different  relations  with  the  structures 
sun'ounding  the  two  vessels. 

(c)  Inclusion  of  Nerve  Trunks  in  the  Ligature. — ^The  artery 
must  be  carefully  separated  from  surrounding  structures. 
It  should  be  slightly  lifted  by  the  ligature  and  its  pulsations 
demonstrated  before  the  ligature  is  tied. 

Collateral  Circulation. — If  the  artery  be  ligated  above  the 
superior  profunda,  the  circulation  is  carried  on  by  an  anasto- 
mosis between  the  superior  profunda  and  the  circumflex  and 
subscapular  arteries.  If  below  the  profunda,  an  anastomosis 
is  established  between  the  profunda  and  the  recurrent  radial, 
ulnar,  and  interosseous  arteries. 


CHAPTER  XVI 
THE  REGION  OF  THE  ELBOW 

In  the  region  of  the  elbow  are  found  three  osseous  projections: 
the  external  condyle  and  internal  condyle  on  the  sides,  and  the 
olecranon  behind  (Fig.  145).  The  importance  of  their  relation 
has  already  been  referred  to  (pp.  235  and  236). 

In  front  are  three  muscular  eminences:  the  external,  formed 
by  the  supinator  longus  and  the  extensor  group  of  muscles; 
the  internal,  by  the  pronator  radii  teres  and  the  flexor  group. 
In  the  median  line  is  the  tendon  of  the  biceps.  These  lateral 
muscular  masses  converge  and  form  a  V  with  the  point  down- 
ward. Between  the  two  borders  of  the  V  is  a  deep  depression, 
the  aniecuhital  fossa,  in  the  middle  of  which  is  the  tendon  of 
the  biceps. 

Posteriorly  and  on  each  side  of  the  olecranon  is  a  groove. 
The  internal  groove  lodges  the  ulnar  nerve.  In  synovitis  of 
the  elbow  these  grooves  are  obliterated.  In  puncture  or  incision 
the  external  groove  is  chosen  in  order  to  avoid  the  ulnar  nerve. 

The  skin  over  the  anterior  surface  is  very  thin  and  trans- 
parent, and  is  marked  by  a  transverse  fold,  w^hich  is  accent- 
uated when  the  forearm  is  flexed. 

This  transverse  fold  does  not  correspond  to  the  articulation. 
It  is  about  3  cm.  above  and  opposite  the  internal  condyle. 
The  subcutaneous  tissue  is  quite  abundant  in  women  and  in 
fleshy  people  and  may  render  the  operation  of  phlebotomy 
quite  difficult. 

In  front  of  the  elbow  is  situated  the  venous  M  (Fig.  146), 
which  is  important  in  the  operation  of  blood-letting  or  infusion. 
It  is  formed  on  the  anterior  surface  of  the  forearm  by  three 
veins,  the  radial,  the  median,  and  ulnar,  situated  as  their  names 
suggest.  About  \\  inches  below  the  elbow  the  median  vein 
divides  into  median  cephalic  and  median  basilic.  The  median 
cephalic  unites  with  the  radial  to  form  the  cephalic.  The 
median  basilic  unites  with  the  ulnar  to  form  the  basilic.  The 
median  basilic  vein  crosses  the  brachial  artery,  from  which  it  is 
separated  by  the  bicipital  fascia.     In  front  lies   the  internal 
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cutaneous  nerve.  Behind  the  mediftn  cephalic  vein  lies  the 
musculocutaneous  nerve. 

In  former  times  when  blood-letting  was  a  common  practice, 
the  median  basilic  was  usually  chosen  because  it  is  larger  than 
the  median  cephalic  and  easily  found. 

It  has,  however,  these  disadvantages:  that  just  beneath  it  lies 
the  brachial  arterj',  separated  only  by  the  bicipital  fascia,  and 
above  it  runs  the  internal  cutaneous  nerve,  and  such  accidents 


as  arteriovenous  aneurysm  and  scar  neunilRias  were  at  one  time 
frequent  sequelse. 

Phlebotomy,  as  practised  to-day,  is  seldom  done  for  the 
purpose  of  abi^tracting  blootl.  biit  for  the  purpose  of  transfusing 
either  blood  or  salt  solution  into  the  circulation. 

The  more  exact  methods  of  modern  operations  render  the 
accidents  of  former  limes  well-nifih  impossible. 

The  aponeurosis  which  encircles  the  arm  like  a  cuff  becomes 
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thinner  as  it  approaches  the  elbow.  There  is  given  off  from 
the  biceps  tendon  a  fibrous  slip,  the  bicipital  fascia,  which 
passes  downward  and  inward,  and  blends  with  the  aponeu- 
rosis. It  separates  the  median  basilic  vein  from  the  brachial 
artery. 

The  brachial  artery,  at  the  bend  of  the  elbow,  lies  on  the 
brachialis  anticus  muscle  and  is  covered  by  the  bicipital  fascia. 
It  lies  between  the  biceps  tendon,  externally,  and  the  median 
nerve,  internally.  The  relations  from  without-in  are  tendon, 
artery,  nerve  (T-A-N);  i  inch  below  the  bend  of  the  elbow 
the  artery  bifurcates  into  radial  and  ulnar. 

The  relations  of  the  brachial  artery  to  its  venae  comites  on  each 
side  and  to  the  median  basilic  vein  above  render  arteriovenous 
aneurysm  a  possible  sequence  of  wounds  in  this  region.  For- 
cible flexion  of  the  forearm  will  shut  off  the  current  of  blood  in 
the  brachial  artery.  This  is  not  only  a  useful  procedure  in 
palmar  hemorrhages,  but  it  has  l>een  utilized  for  the  cure  of 
arteriovenous  aneurysm  at  the  elbow. 

The  biceps  tendon  is  immediately  external  to  the  artery. 
It  passes  deeply  into  the  antecubital  fossa  and  is  attached  to 
the  tuberosity  of  the  radius.  Hence,  the  biceps  is  not  only 
a  flexor  of  the  forearm,  but  also  a  powerful  supinator.  In 
resection  of  the  elbow  this  tendon  must  be  preserved.  Between 
the  biceps  tendon  and  the  bicipital  tuberosity  is  a  bursa, 
which  may  become  cystic  and  enlarge,  forming  a  tumefaction 
in  the  angle  of  the  antecubital  fossa.  Treves  cites  a  case 
where  this  bursa  became  chronically  enlarged,  and  by  pressing 
upon  the  median  and  posterior  interosseous  nerves  produced 
paralysis  of  the  forearm. 

The  supra-epitrochlear  gland  is  the  lowest  gland  in  the 
upper  extremity.  It  is  situated  just  above  the  internal  con- 
dyle and  drains  the  lymph-vessels  of  the  three  inner  fingers, 
the  inner  portion  of  the  hand,  and  forearm.  It  is  enlarged  in 
secondary  syphilis  and  in  infections  of  the  hand  and  forearm. 

The  Arterial  Circle  at  the  Elbow. — There  is  a  complete  arte- 
rial circle  at  the  elbow  which  permits  of  ligation  without  subse- 
quent gangrene.  The  anastomoses  in  front  of  the  internal  con- 
dyle are  the  anastomotica  magna,  the  anterior  ulnar  recurrent, 
and  the  terminal  branch  of  the  inferior  profunda;  behind,  the 
internal  condyle,  the  anastomotica  magna,  the  posterior  ulnar 
recurrent,  and  the  terminal  branch  of  the  inferior  profunda; 
in  front  of  the  external  condyle  are  the  radial  recurrent  and  the 
terminal  branch  of  the  superior  profunda;  behind,  the  external 
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condyle,  the  anastomotica  magna,  the  interosseous  recurrent, 
and  the  terminal  branch  of  the  superior  profunda. 

The  brachialis  anticus  muscle  covers  the  elbow- joint  and 
serves  as  a  protection  to  it.  This  muscle,  with  the  biceps,  are 
the  only  muscles  which  flex  the  forearm,  and  its  tendon  should 
be  preserved  in  resecting  the  elbow.  If  it  is  necessary  to  go 
below  the  coronoid  process  we  may  detach  a  portion  of  the 
tendon,  with  its  contiguous  periosteum,  without  separating  the 
two. 

The  elbow-joint  is  formed  by  the  meeting  of  three  bony 
extremities.  It  is  essentially  a  hinge-joint,  permitting  only 
flexion  and  extension.  The  radius  not  only  articulates  with 
the  humerus,  but  with  the  ulna,  to  which  it  is  held  by  the 
orbicular  ligament,  forming  a  sling,  in  which  the  radial  head 
rotates.  This  articulation  permits  of  supination  and  pronation. 
When  lateral  movement  exists,  the  ligaments  have  either  been 
ruptured  (in  complete  dislocation)  or  lengthened  by  distention 
(in  tubercular  disease  of  the  joint). 

This  joint  depends  for  its  strength  not  alone  upon  the  muscles 
and  ligaments  which  surround  it,  but  upon  its  bony  confor- 
mation. The  bones  interlock,  the  greater  sigmoid  cavity  of 
the  olecranon  hooking  itself  about  the  trochlear  surface  of  the 
humerus. 

The  perfect  coaptation  of  the  articular  surfaces  of  the  elbow 
explains  the  frequrnaj  of  ankylosis  following  contusion,  fracture, 
and  prolonged  immobilization.  In  a  lesion  of  the  elbow 
requiring  immobilization  the  best  position  is  flexion  of  the 
forearm  at  an  angle  of  90°;  should  ankylosis  follow,  this  position 
gives  the  most  useful  extremity. 

The  Ligaments  of  the  Elbow-joint. — The  anterior  and 
posterior  ligaments  add  practically  no  strength  to  the  joint. 
The  posterior  is  especially  thin  and  loose,  and  readily  distends 
with  fluid  in  diseases  of  the  joint. 

The  internal  lateral  ligament  is  a  thick,  triangular  band,  and 
is  the  strongest  ligament  about  the  joint.  This  ligament  is 
involved  most  frequently  in  sprains  of  the  elbow. 

The  external  lateral  ligament  is  a  short,  narrow  band,  and 
adds  little  strength  to  the  joint. 

The  interarticular  line  is  oblique  from  above  down,  and 
without  in.  The  obliquity  of  the  interarticular  line  causes 
a  difference  in  the  axes  of  the  arm  and  forearm.  Hence,  the 
forearm,  when  in  extension,  is  not  in  a  line  with  the  arm;  an 
obtuse  angle  is  formed  open  externally — the  ^^camjing  angle^* — 
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which  allows  lieavy  weights  to  be  carriet!  with  the  forearm  in 
full  extension  without  interfering  with  the  lower  extremity. 
This  angle  is  best  observed  when  the  forearm  is  extended  and 
the  arm  held  by  the  side  of  the  body  {Fig.  1471.  In  fractures 
about  the  elbow  the  preservation  of  the  "carrying  angle"  is 
important  in  attaining  a  perfect  result. 

In  the  dirnph  bekitid  the  elbow  can  be  felt  the  head  of  the 
radius.  Its  rotation  is  manifest  when  the  forearm  is  pronated 
and  supinated.     In  injuries  about  the  elbow  the  determination 


of  the  position  of  the  radial  head  is  of  prime  importance.  On 
the  posterior  surface  the  olecranon  forms  the  prominent  bony 
point— the  heel  of  the  arm.  The  tip  of  the  olecranon  varies  its 
position  as  the  forearm  is  flexed  or  extended.  In  extension  it 
ia  on  a  transverse  line  connecting  tiie  two  condyles,  and  in  the 
same  vertical  plane.  In  flexion  it  is  situated  below  this  line. 
This  Tclalion  is  of  great  surgical  importance  in  diagnosing  inj-uries 
aboui  the  elbow-joint. 

The  olecranon  is  between  the  two  condyles,  but  does  not 
occupy  the  middle  portion.     It  is  nearer  the  internal  condyle, 
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the  internal  groove  which  lodges  the  ulnar  nerve  being  smaller 
than  the  external  groove. 

The  triceps  tendon  is  inserted  into  the  posterior  surface  of  the 
olecranon. 

The  triceps  is  the  only  muscle  extending  the  elbow.  Hence, 
its  preservation  in  resection  of  the  joint  is  of  the  utmost 
importance. 

The  olecranon  bursa  is  situated  beneath  the  subcutaneous 
tissue  covering  the  olecranon.  It  is  very  liable  to  become 
inflamed  and  distended  in  those  whose  occupations  require 
constant  pressure  on  the  elbow.  The  fact  that  it  occurs  fre- 
quently among  those  engaged  in  mining  has  given  rise  to  the 
name  **  miner's  elbow.'' 

Surgical  Considerations. — Loose  cartilage  may  occur  in 
the  elbow-joint,  but  not  so  frequently  as  the  knee,  nor  do  they 
give  rise  to  symptoms  which  require  operative  relief. 

Tvhercvlar  disease  very  frequently  attacks  the  elbow- joint 
and  is  usually  manifest  by  a  chronic  synovitis.  In  this  con- 
dition the  grooves  on  each  side  of  the  olecranon  are  obliterated 
and  distention  is  observed. 

Abscesses  usually  point  at  one  or  the  other  borders  of  the 
triceps. 

Resection  of  the  Elbow. — The  essential  structures  of  the 
elbow-joint  are  situated  in  front  of  the  articulation.  The  only 
important  structure  behind  is  the  ulnar  nerve,  lying  in  the 
groove  between  the  olecranon  and  the  internal  condyle.  We, 
therefore,  avoid  the  anterior  region  of  the  elbow  and  open  the 
joint  behind,  where  the  bone  is  subcutaneous  and  easily  acces- 
sible. The  insertions  of  the  three  muscles  which  move  the 
joint  (the  biceps^  brachialis  anticus,  and  triceps)  should  be 
preserved.  This  is  best  accomplished  by  detaching  the  tendon 
from  its  insertion  and  preserving  the  continuity  of  the  tendon 
fibers  with  the  periosteum. 

The  operation  is  performed  through  a  posterior  vertical 
incision,  4  inches  long,  cutting  through  the  triceps  down  to  the 
bone.  The  muscles  should  be  detached  subperiosteally,  pre- 
serving the  continuity  of  the  periosteum  with  the  utmost  care. 
The  greatest  difficulty  will  be  encountered  in  clearing  the 
internal  condvle.  The  ulnar  nerve  should  be  lifted  from  its 
bed  and  drawn  aside.  The  ends  of  the  bones  having  been 
cleared,  the  end  of  the  humerus  is  sawn  off  at  the  base  of  the 
condyles,  the  ulna  below  the  level  of  the  lesser  sigmoid  cavity, 
and  the  radius  below  the  level  of  the  neck.     Passive  motion 
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should  be  begun  early  to  get  a  movable  joint.  As  a  result  of 
this  operation  the  humerus  throws  out  two  malleoli  on  the 
sites  of  the  normal  condyles,  and  in  the  eoncaWty  between 
them  the  ulna  and  radius  are  received.  Between  the  ulna  and 
the  humerus  new  ligaments  form,  and  a  new  orbicular  ligament 
for  the  radius  is  developed  (Treves). 

Resection  is  i)erformed  for  tubercular  arthritis,  ankylosis,  and 
the  results  of  traumatism.  The  results  of  excision  of  the  elbow 
are  more  favorable  than  in  any  other  joint. 

Points  to  rememl)er  in  this  operation  are: 

(a)  Make  no  transverse  cuts  through  the  soft  parts. 

Qi)  Recognize  the  ulnar  nerve  early  and  guard  it  from 
injury. 

(c)   Detach  the  muscles  l^y  the  subperiosteal  method. 

{(i)  Begin  passive  motion  early. 

The  diagnosing  of  injuries  alK)ut  the  elbow-joint  is  often 
attended  with  much  difficulty.  The  complications  which  may 
arise,  the  possible  imi)airment  of  the  usefulness  of  the  arm,  and 
thc;  patient's  demand  for  a  prognosis,  place  a  heavy  responsi- 
bility upon  the  surgeon.  Ever}'  case  should  }>e  given  the  benefit 
of  an  examination  by  an  x-ray,  and  under  anesthesia.  The  best 
interests  of  the  patient  are  thus  conserved  and  the  surgeon 
protected. 

In  making  a  diagnosis  the  estaWishment  of  two  anatomic 
relations  is  of  the  utmost  importance: 

(1)  Is  the  head  of  the  radius  in  proper  relation  with  the 
external  condvle? 

(2)  Is  the  tip  of  the  olecranon  in  the  same  horizontal  and 
vortical  plane  as  the  condyles? 

Dislocations. — In  order  of  frequency,  dislocations  of  the 
elbow  arc  next   to  those  of   the  shoulder.     Thev  are   more 

Ik 

common  in  children,  due  to  the  fact  that  hyperextension  of 
the  joint  is  marked  in  children,  but  is  wholly  lost  in  adult  life 
(Stinison"). 

The  conformation  of  the  elbow-joint  throws  considerable 
light  upon  the  various  luxations  and  their  relative  frequency. 

Note  the  short  anteroposterior  diameter  compared  with  the 
lateral.  The  breadth  is  out  of  proportion  to  the  thickness. 
The  normal  movement  of  the  joint  is  in  the  anteroposterior 
direction.  The  anteroposterior  surface  is  not  well  supported 
either  by  ligaments  or  muscles.  On  the  other  hand,  the  lateral 
ligaments  are  strong  and  the  muscles  are  grouped  about  the 
sides  of  the  joint,  hence — 
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(a)  Anlcroposlerior  dislocations  are  more  common  than  laleral. 
Again,  note  the  hook-like  process  of  the  olecranon,  curving 
about  the  trochlear  surface  of  the  humerus.  Except  in  certain 
favorable  positions,  this  renders  forward  dislocations  almost 
impossible,  hence — 

lb)  Backward  dislocations  are  more  frequent  than  forward. 
On  the  other  hand,  the  line  of  the  articulation  is  oblique, 
inclining  downward,  from  without  in.  The  internal  lateral 
ligament  is  much  stronger  than  the  external,  hence— 

(c)  Outward  diitlocaiion  is  more  common  than  intvard.  The 
radius  is  the  "handle  of  the  hand"  and  its  intimate  connection 
with  the  hand  exposes  it  more  frequently  to  indirect  violence. 
The  head  of  the  radius  has  no  connection  with  the  humerus. 


It  articulates  with  the  ulna  and  is  held  in  place  by  the  orbicular 
ligament,  wliich  is  much  weaker  in  front  than  behind,  hence — 

(rf)  When  a  single  bone  is  dislocated  it  is  more  commonli/ 
Ike  radiwi — usualhi  forward.  Dislocation  of  the  ulna  alone  is 
always  backward. 

Backward  dislocation  of  the  elbow  (Fig.  148)  is  usually 
caused  by  a  fall  upon  the  outstretched  hand  when  the  forearm 
is  extended.  The  weight  of  the  body  causes  a  hyperextension 
and  the  lip  of  the  olecranon  acts  as  a  fulcrum  to  pr\'  the  end 
of  the  humerus  over  the  coronoid  process,  which  is  sometimes 
broken.  The  infernal  and  external  lateral  ligaments  are  torn. 
The  orbicular  ligament  remains  intact.  The  biceps  and 
brachialis  anticus  are  stretched  around  the  articular  surface  of 
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the  humerus.  The  olecranon  process  stands  out  like  a  heel 
behind  the  elbow.  The  forearm  is  shortened.  Flexion, 
extension,  and  rotation  are  possible  only  within  very  narrow 
limits.  Stimson  calls  attention  to  the  fact  that  the  periosteum 
is  sometimes  stripped  up  and  caps  the  head  of  the  radius  in  its 
new  position.  This  periosteum  will  produce  new  bone  if  the 
dislocation  remains  unreduced. 

Reduction, — If  we  accept  the  fundamental  principle  in  the 
reduction  of  all  dislocations,  that  the  bone  should  be  returned 
along  the  path  by  which  it  made  its  exit,  we  must  discard  the 
old  method  of  Cooper  (thrusting  the  knee  into  the  bend  of  the 
elbow  and  flexing  the  forearm  round  the  knee)  as  unscientific. 
While  successful  results  are  obtained  by  this  method,  yet  the 
result  is  secured  only  by  a  considerable  amount  of  laceration. 
This  dislocation  shovld  always  he  reduced  by  traction  upon  the 
extended  or  even  hyperextended  arm.  After  reduction  the 
elbow  should  be  kept  flexed  at  a  right  angle  to  prevent  recur- 
rence, which  is  specially  liable  to  occur  if  the  coronoid  process 
has  been  fractured. 

Dislocation  of  the  Radius  Forward. — This  dislocation  is 
quite  common.  It  may  be  produced  by  direct  violence  from 
behind,  by  traction  upon  the  forearm  with  exaggerated  prona- 
tion, and  by  falls  upon  the  hand  when  the  forearm  is  hyper- 
extended.  It  may  ]ye  a  coincident  of  fracture  of  the  shaft  of 
the  ulna.  Malgaigne's  dictum  is  worth  remembering:  "In 
any  fracture  of  the  ulna  alone  look  for  a  dislocation  of  the 
radius.'' 

Dislocation  of  the  radius  is  very  liable  to  occur  in  young 
children  from  a  sudden  pull  on  the  arm  in  helping  them  up  a 
stop  or  in  supporting  them  when  they  stumble.  The  head  of 
the  radius  is  dragged  out  of  the  orbicular  ligament. 

The  characteristic  symptoms  of  this  lesion  are  absence  of  the 
radial  head  in  the  dimple  behind  the  elbow  and  inability  to 
flex  the  forearm  because  of  the  radial  head  impinging  against 
the  front  of  the  humerus.  The  prominence  of  the  radial  head 
can  be  felt  under  the  transverse  fold.  Combined  traction 
upon  the  forearm  with  pressure  upon  the  head  will  usually 
accomplish  reduction.  There  is  a  marked  tendency  toward 
recurrence.  This  may  be  obviated  by  keeping  the  limb  in  a 
flexed  position  after  reduction  has  been  accomplished. 

Fractures  in  the  Vicinity  of  the  Elbow-joint. — Fractures 
of  the  lower  end  of  the  humerus  are  more  common  than  in  anv 
other  part  of  the  bone,  and  are  specially  liable  to  occur  in 
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children,  due  to  certain  peculiar  conditions  in  the  development 
of  the  end  of  the  bone- 

The  lower  end  of  the  humerus  is  made  up  of  four  epiphyses, 
one  each  for  the  condyles  and  one  each  for  the  trochlea  and 
capitellum.  The  conjoined  epiphyses  unite  with  the  shaft 
about  the  eighteenth  year.  The  line  of  the  lower  epiphysis 
runs  transversely  across  the  bone  just  above  the  tips  of  the 
condyles.  This  line  should  be  remembered  in  resecting  the 
joint. 

SeparatioB  of  the  Epiphysis. — This  accident  is  liable  to 
occur  before  puberty.  It  is  usually  caused  by  a  fall  on  the 
elbow  or  by  "jamming"  the  elbow  in  a  door.  The  epiphysis  is 
carried  backward  wilk  the  upper  ends  oj  the  radius  and  idna 


(Fift.  149).  It  resembles  a  backward  dislocation  of  the  elbow. 
The  points  of  difference  are: 

(o)  "Muffled"  crepitus. 

{b)   The  relation  oj  the  three  bomj  -points  is  not  disturbed. 

(c)   Motion  at  the  joint  is  not  limited,  as  in  dislocation. 

id)  Slight  pressure  brings  the  epiphysis  into  pasition.  Frac- 
tures of  the  internal  condyle,  the  external  condyle,  and  fractures 
into  the  ellmw-joint  have  many  points  in  common,  both  in 
diagnosis  and  treatment.  They  are  all  marked  by  swelling, 
crepitus,  increa.'ie  in  the  breadth  of  the  joint,  disturbance  in 
the  relation  of  the  three  bony  points,  abnormal  lateral  mobility, 
and  tendency  of  the  fragments  toward  upward  displacement. 

Fracture  of  the  internal  condyle  is  more  frequent  in  adults 
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than  Fracture  of  the  external  condyle,  because  of  its  promin^ce" 
and  exposed  posilion.  The  tendency  toward  upward  displace- 
ment is  marketi,  and  if  not  overcome  will  lead  to  gun-stock 
deformity  (Fig.  150)  by  obliterat- 
ing the  "carrying  angle."  Frac- 
ture of  the  internal  epicondyle  is 
fummon  in  children.  It  may  im- 
plicate the  ulnar  nerve. 

Tn  the  treatment  of  these  con- 
ilit  ions  there  is  now  ample  evidence, 
evjierimental  and  clinical,  to  con- 
firm the  wisdom  of  using  the 
jifinlurai  method  for  the  above  con- 
ilitiona — no  splint  is  the  best  splint. 
The  acutely  flexed  position  (Jones' 
piwition)  not  only  reduces  the  frag- 
iiiciits,  but  maintains  them  in  posi- 
Uiiri.  If  the  dissected  joint  be 
r\:imined  it  will  be  observed  that 
ilio  coronoid  process  in  front,  the 
liuok-like  process  of  the  olecranon 
bohind,  and  the  strap-like  tendon 
"f  the  triceps  posteriorly,  all  con- 
^:|iire  to  keep  the  fragment  reduced 
;iiiil  pressed  firmly  against  the  shaft 
n|'  the  humerus.  This  position  is 
lui  question  ably  the  anatomic  one. 
There  may.  however,  be  potent 
reasons  for  modifying  the  poslure, 
:[c<'ordin!;  to  the  conditions  present. 
The  firfit  imiilion  is  the  position 
vliicli  lii'his  the  jroijmenla  in  "place. 

Supracondyloid     fracture     is 
marked    by    a    characteristic    de- 
formity.    The    lower   fragment   ia 
Fiti.  i.iri.— ciivnTiT-s  ncroHMiTr     carried    backward    and    causes    ft 
dJ^thk  clRBYfNa"Ar™.'E*^""'     prominence    at    the    elbow.     The 
upper  fragment  projects  anteriorly 
and  causes  a  fulness  at  the  elbow.     In  the  low  supracondyloid 
fractures  of  the  young  the  tendency  is  toward  displacement 
inward. 
The  three  bony  points  remain  in  their  normal  relation. 
In  the  treatment  of  this  fracture  proper  immobilization  is 
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of  the  utmost  importance,  as  there  is  a  marked  tendency  toward 
displacement  of  the  fragments  after  reduction.  This  displace- 
ment takes  the  form  of  overriding  in  the  adult  and  lateral  angular 
deviation  in  children  (Stimson),  which  ultimately  results  in  the 
deformity  called  cubitus  varus. 


Fio.  151. — Fracture  of  the  Olecranon  (from  an  A'-ray  Tracing). 

To  prevent  the  latter  deformity  Stimson  recommends 
recumbency  with  the  elbow  at  a  ri^ht  angle  and  the  forearm 
vertical. 

Fracture  of  the  olecranon  (Fig.  151)  is  due  either  to  direct 
violence,  falling  on  the  flexed  elbow,  or  to  muscular  action  of 
the  triceps.  The  usual  symptoms  of  fracture  are  present;  the 
pain,  however,  is  apt  to  be  more  intense  and  of  a  spasmodic 


Fig.  152. — Fracture  of  the  Head  of  Radius  (from  an  X-rat  Tracing). 

character,  due  to  the  action  of  the  triceps  upon  the  broken 
fragment. 

Repair  in  this  fracture  takes  place  either  by  bony  or  fibrous 
union;  fibrous  union  is  the  more  common.  If  the  fibrous  band 
lengthens  the  process,  there  will  be  interference  with  the  func- 
tion of  extension. 

The  anatomic  position  for  the  treatment  of  this  fracture 
would  naturally  be  that  which  relaxes  the  triceps  tendon  and 
affords  the  closest  coaptation  of  the  broken  fragment,  viz.: 
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the  extended  position.  However,  the  dangers  of  ankylosis 
in  this  position  cannot  be  ignored,  and  the  discomfort  of  the 
patient  must  be  considered.  If  the  separation  of  the  fragments 
is  marked  the  extended  position  must  be  adopted.  If  there 
is  little  separation  the  arm  may  be  flexed  or  semiflexed. 

Fracture  of  the  head  of  the  radius  is  apt  to  be  confused 
with  dislocation  of  the  radial  head  and  fracture  of  the  external 
condyle  (Fig.  152). 

The  fragment  may  be  palpated.  The  head  does  not  show 
in  the  rotation  of  the  shaft.  The  joint  may  be  flexed  without 
impingement.  Pressure  on  the  shaft  of  the  radius  causes 
pain  at  the  site  of  fracture.  It  may  be  necessary  to  remove 
the  head  of  the  radius  to  secure  a  satisfactory  result. 


CHAPTER  XVII 
THE  FOREARM 

The  forearm  is  that  portion  of  the  upper  extremity  situated 
between  the  elbow  and  the  wrist.  It  extends  below  to  within 
two  fingers'-breadth  above  the  styloid  process  of  the  radius. 
It  is  encircled  by  an  aponeurotic  sheath,  w^hich  is  attached 
to  the  lateral  surfaces  of  the  radius  and  ulna.  The  bones  are 
united  by  the  interosseous  membrane.  The  aponeurosis  gives 
off  intermuscular  septa,  which  enclose  the  individual  muscles. 

The  muscles  of  the  forearm  may  be  divided  into  two  groups — 

(a)  The  flexor  and  pronator  muscles,  occupying  the  inner 
and  anterior  aspect  of  the  forearm. 

(6)  The  extensor  and  supinator  muscles,  occupying  the  outer 
and  posterior  aspect.  The  bellies  of  the  muscles  occupy  the 
upper  two-thirds  of  the  forearm,  their  tendons  the  lower 
one-third. 

It  will  be  observed  that  this  division  is  not  only  a  regional 
division,  but  a  functional  one,  and  as  muscles  having  the  same 
function  ought  naturally  to  have  the  same  nerve  supply  we 
find  that — 

The  musculospiral  nerve  supplies  group  (e),  the  extensors 
and  supinators  (see  Fig.  115). 

The  median  nerve  supplies  group  (/),  the  flexors  and  prona- 
tors, with  the  exception  of  the  flexor  carpi  ulnaris  and  half  the 
the  flexor  profundus  digitorum  (see  Fig.  115). 

The  radial  artery,  although  smaller  than  the  ulnar,  is  in  its 
general  course  a  direct  continuation  of  the  brachial.  Its 
position  in  the  forearm  is  represented  by  a  line  drawn  from 
the  middle  of  the  bend  of  the  elbow  to  the  inner  side  of  the 
styloid  process  of  the  radius.  At  the  styloid  process  of  the 
radius  it  winds  around  the  back  of  the  wrist  and  into  the  palm 
of  the  hand.  Its  satellite  muscle  is  the  supinator  longus,  the 
anterior  border  of  which  overlaps  it. 

In  considering  the  course  of  this  artery  the  frequent  high 
division  of  the  brachial  must  be  kept  in  mind.  In  the  forearm 
the   artery   seldom    deviates.     It   has,  however,   occasionally 
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been  found  on  the  surface  of  the  supinator  longus  instead  of 
under  its  inner  border. 

The  radial  artery  is  frequently  wounded  in  the  lower  third  of 
its  course,  where  it  is  superficial.  Incised  wounds,  caused  by 
driving  the  hand  through  a  pane  of  glass  or  by  sharp-edged 
tools,  are  common  causes.  Severe  hemorrhage  or  traumatic 
aneurysm  is  a  frequent  sequence. 

Ligation. — The  artery  may  be  exposed  in  any  part  of  its 
course  in  the  forearm  without  dividing  the  muscles. 

In  the  upper  part  of  the  forearm  an  incision  is  made  in  the 
line  of  the  artery,  through  the  skin,  superficial  and  deep  fascia. 
The  longitudinal  fibers  of  the  supinator  longus  are  exposed 
and  the  edge  of  the  muscle  drawn  outward.  The  artery  will 
be  found  in  the  connective  tissue  accompanied  by  its  venae 
comites.  The  radial  nerve  in  this  region  will  be  found  gradu- 
ally approaching  the  artery  from  the  outer  side.  The  ligature 
should,  therefore,  be  passed  from  without  in,  to  avoid  the 
nerve. 

In  the  middle  of  the  forearm  the  arter}""  is  found  between  the 
supinator  longus  and  the  flexor  carpi  radialis.  The  nerve  is 
close  to  the  outer  side. 

The  radial  nerve  lies  at  first  beneath  the  supinator  longus, 
a  little  to  the  outer  side  of  the  radial  arterv.  In  the  middle 
third  of  the  forearm  it  is  in  close  relation  with  the  outer  side 
of  the  artery.  About  3  inches  above  the  wrist  it  leaves  the 
artery  and  passes  beneath  the  tendon  of  the  supinator  longus 
to  the  back  of  the  wrist  and  hand.  Its  function  is  cutaneous, 
and  its  wounds,  therefore,  not  of  serious  import. 

Ulnar  Artery. — The  larger  of  the  two  divisions  of  the 
brachial  takes  a  curved  direction  with  the  convexitv  inward 
to  the  middle  and  ulnar  side  of  the  forearm.  From  this  point 
its  course  is  straight  down  to  the  outer  side  of  the  pisiform 
bone;  at  its  ori^rin  it  is  crossed  by  the  median  nerve. 

//,s  satellite  musele  is  the  flexor  earpi  vlnans. 

The  course  of  the  arterA?-  may  be  divided  into  (a),  submuB- 
cular — the  curved  part  of  its  course.  Here  the  artery  is  deeply 
placed  beneath  the  superficial  flexors  and  pronators:  (b)  the 
subaponeurotic — the  straight  part  of  its  course,  where  it  is 
superficial  and  lies  upon  the  flexor  profundus  and  is  placed 
between  the  flexor  carpi  ulnaris  and  the  flexor  sublimus  digi- 
torum.     The  ulnar  nerve  lies  on  its  inner  side. 

In  high  bifurcation  of  the  brachial  this  vessel  is  subject  to 
greater  deviation  than  the  radial.     It  then  is  found  taking 
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a  superficial  course  to  the  flexor  muscles  of  the  forearm,  lying 
either  beneath  the  fascia  or  between  the  fascia  and  skin. 

This  artery  is  less  exposed,  and  consequently  is  not  wounded 
so  frequently  as  the  radial.  The  necessity  for  its  ligation  in 
case  of  hemorrhage  or  aneurysm  is  not  common. 

The  largest  branch  of  the  ulnar  artery  is  given  off  opposite 
the  bicipital  tuberosity,  the  interosseousj  which  speedily  divides 
into  anterior  and  posterior  interosseous.  The  former  passes 
down  the  forearm  on  the  anterior  surface  of  the  interosseous 
membrane  to  the  pronator  quadratus,  pierces  the  interosseous 
membrane,  and  passes  to  the  back  of  the  forearm,  where  it 
anastomoses  with  the  posterior  interosseous  and  the  posterior 
carpal  arteries.  It  furnishes  an  artery  to  the  median  nerve 
(the  comes  nervi  mediana).  The  posterior  interosseous  descends 
on  the  posterior  surface  of  the  interosseous  membrane  between 
the  adjacent  borders  of  the  supinator  brevis  and  the  extensor 
ossis  metacarpi  pollicis.  Further  down  it  courses  between 
the  superficial  and  deep  layers  of  muscles.  At  the  lower  part 
of  the  forearm  it  anastomoses  with  the  termination  of  the 
anterior  interosseous  artery. 

Ligation. — The  curved  course  of  the  upper  part  of  the  artery 
and  the  straight  direction  of  its  lower  part  render  the  line 
marking  the  course  of  the  arter}^  somewhat  complicated. 

The  lower  two-thirds  of  the  artery  is  represented  by  the 
lower  half  of  a  line  drawn  from  the  front  of  the  internal  condvle 
to  the  outer  side  of  the  pisiform  bone.  The  upper  third  of 
the  artery  is  represented  by  a  line  drawn  from  the  middle  of 
the  bend  of  the  elbow  to  the  center  of  the  first  line. 

In  the  upper  part  of  the  forearm  the  artery  is  ligated  by 
making  an  incision  along  the  line  drawn  from  the  internal 
condyle  to  the  pisiform  bone,  beginning  about  2  inches  below 
the  condyle.  After  opening  the  deep  fascia  the  white  line 
marking  the  septum  between  the  flexor  carpi  ulnaris  and  the 
flexor  sublimis  digitorum  is  sought  for  and  incised.  The 
ulnar  nerve  is  found  lying  on  the  flexor  profundus  digitorum. 

Below  the  nerve  the  artery  is  found  accompanied  by  its 
vense  comites.  The  ligature  should  be  passed  from  within 
out,  to  avoid  the  nerve. 

In  the  middle  or  lower  part  of  the  forearm  the  artery  is  more 
superficial  and  easily  found  on  the  radial  side  of  the  flexor 
carpi  ulnaris.  The  nerve  lies  on  its  inner  side  between  the 
vessel  and  the  tendon. 

The  ulnar  nerve  passes  into  the  forearm  between  the  two 
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heads  of  the  flexor  carpi  ulnaris  and  takes  a  straight  direction  to 
the  wrist.  It  lies  upon  the  flexor  profundus  digitonim  muscle. 
Its  upper  half  is  covered  by  the  flexor  carpi  ulnaris  muscle. 
Its  lower  half  lies  to  the  outer  side  of  the  muscle.  In  its  upper 
third  the  ulnar  artery  is  separated  from  the  nerve.  In  the 
lower  two-thirds  the  nerve  lies  to  its  inner  side.  It  is  liable  to 
be  injured  in  wounds  of  the  forearm.  Paralysis  of  the  parts  to 
which  it  is  distributed  follows,  and  clavhhand  develops  (seep.  45). 

The  median  nerve  at  the  elbow  is  posterior  to  the  artery 
(tendon,  artery,  nerve,  T-A-N)  and  crosses  the  ulnar  artery  at 
its  origin;  in  the  forearm  it  passes  between  the  two  heads  of  the 
pronator  radii  teres.  It  runs  beneath  the  flexor  sublimis 
digitorum,  lying  on  the  flexor  profundus.  About  2  inches 
above  the  wrist  it  l^ecomes  superficial,  lying  between  the  tendons 
of  the  flexor  sublimis  and  flexor  carpi  radialis  muscles  under 
the  tendon  of  the  palmaris  longus,  which  serves  as  a  guide 
to  the  nerve.  In  the  forearm  it  is  accompanied  by  a  branch 
of  the  anterior  interosseous  artery,  the  comes  nervi  mediana. 

In  incised  wounds  in  the  lower  and  anterior  part  of  the 
forearm  it  is  very  liable  to  be  injured.  When  paralyzed  the 
flexors  and  pronators  arc  involved  with  loss  of  sensation  on 
the  palmar  surface  of  the  thumb,  index,  middle,  and  outer 
half  of  the  ring  fingers  (see  p.  274). 

The  relation  of  the  vessels  and  nerves  on  the  anterior  of 
the  forearm  is  easily  remembered  when  it  is  observed  that  the 
two  arteries  lie  between  the  nerves:  the  radial  artery  between 
the  radial  and  median  nerves,  and  the  ulnar  artery  between 
the  ulnar  and  median  nerves.  The  letters  representing  this 
relation  would  spell  the  letters  N-A-N-A-N  (Fig.  153). 

Bones  of  the  Forearm. — The  two  bones  are  connected  by 
the  interosseous  ligament,  which  provides  a  more  extensive 
surface  for  the  attachment  of  the  deep  muscles  and  is  a  factor 
in  preventing  the  bones  from  overriding  in  fractures. 

The  two  bones  are  so  placed  that  their  thickened  extremities 
occupy  opposite  poles. 

The  broad  and  strong  articular  end  of  the  ulna  is  at  the 
elbow,  that  of  the  radius  is  at  the  wrist ;  hence,  the  ulna  may 
be  considered  the  handle  of  the  arm  and  the  radius  the  handle 
of  the  hand.  Forces  transmitted  through  the  arm  or  hand 
affect  most  powerfully  the  respective  bones  of  the  forearm  to 
which  they  are  most  intimately  attache<l. 

In  transverse  section  through  the  forearm  it  is  seen  that 
the  bones  throughout  are  nearer  the  posterior  than  the  anterior 
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surface:   hence,    in   compountl   fractures   of   the   forearm   the 
wound  is  usually  posterior. 
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The  radius  and  ulna  are  so  articulated  that  the  radius  rotates 
about  the  ulna,  making  possible  the  two  important  movements 
of  the  forearm — pronation  and  supination. 

In  pronation  the  palm  is  down  and  the  bones  crossed  (Fig. 
154). 

In  supination  the  palm  is  up  and  the  bones  parallel  (Fig.  155). 

Those  two  positions  are  important  to  bear  in  mind  in  the 
treatment  of  fractures  of  the  forearm.  Treves  shows  that 
supination  is  more  powerful  than  pronation  by  the  illustration 
of  the  action  of  the  screw-driver.  The  thread  of  the  screw  is 
so  placed  that  the  screw  must  be  inserted  by  supination  rather 
than  pronation. 

Fractures  of  the  Forearm. — The  two  bones  are  most 
frequently  broken  together,  usually  by  direct  violence  and  in 
the  lower  half  (Fig.  156). 

Dangers. — 1.  Gangrene. — There  is  greater  liability  to  gan- 
grene from  splint  pressure  than  in  any  other  part  of  the  body. 
This  is  due  (a)  to  the  superficial  position  of  the  arteries  in 
the  lower  part  of  the  limb,  rendering  them  easily  affected  by 
pressure. 

(6)  The  flexed  position  of  the  forearm  with  the  end  of  the 
splint  jammed  against  the  bend  of  the  elbow  may  cut  off  the 
circulation. 

(c)  The  application  of  a  roller  bandage  directly  to  the 
forearm  under  the  splint;  or  the  use  of  soft  splints  which  take 
the  shape  of  the  limb  may  produce  the  same  direful  results. 
Cases  of  total  gangrene  of  the  limb  are  reported  without  any 
w^arning  symptoms. 

2.  The  ^^ Ischemic  Contraction^^  of  Volkmann. — This  is  due  to 
a  milder  form  of  compression  than  the  former  condition.  It 
is  caused  by  a  diminution  in  the  blood  supply,  with  consequent 
atrophy,  increase  and  contraction  of  connective  tissue,  and 
shortening  of  the  muscles.    The  fingers  are  permanently  flexed. 

3.  Union  between  the  two  bones,  a.s  well  as  the  fragments. 
The  callus  is  not  onlv  thrown  out  ])etwoen  the  ends  of  the 
fragments,  but  across  the  interosseous  membrane,  uniting  the 
two  hones  and  destroying  or  seriously  modifying  the  move- 
ments of  supination  and  pronation. 

This  unfortunate  result  is  most  liable  to  occur  (a)  when  the 
interval  between  the  bones  is  diminished  in  pronation,  least 
likely  when  the  bones  are  at  their  maximum  distance  from 
each  other  in  supination. 

(6)  When  there  is  marked  displacement  of  the  fragments. 
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(c)   When  there  is  excessive  formation  of   callus,   due   to 
laceration  of  the  interosseous  membrane- 
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Treatment. — The  importance  of  accurate  and  complete  reduc- 
tion in  fractures  of  the  forearm  cannot  be  too  strongly  emphasized. 

Angular  displacement  and  overriding  must  be  overcome  by 
extension  and  counterextension,  special  care  being  exercised 
to  avoid  pressure  on  the  bones  near  the  site  of  the  fracture. 
Reduction  should  be  made  while  the  hand  is  supinated  to  get 
the  most  accurate  results. 

Final  Position  of  the  Forearm. — ^The  most  comfortable  and 
natural  position  for  the  forearm  is  midway  between  supination 
and  pronation.  Complete  supination  is  a  strained  position, 
unless  the  patient  be  put  to  bed,  when,  with  the  arm  abducted, 
this  position  may  be  maintained  with  comfort.  Therefore,  in 
simple  cases  where  the  reduction  is  complete  and  permanent 
the  forearm  may  be  fixed  midway  between  pronation  and 
supination,  and  the  results  be  entirely  satisfactory. 

Where  there  is  a  tendency  toward  angular  displacement,  and 
danger  of  the  bones  uniting  across  the  interosseous  membrane, 
the  patient  should  be  put  to  bed  and  the  forearm  fixed  in  full 
supination. 

The  splints  should  he  of  an  inflexible  ynaterial  and  under  than 
the  limb,  to  prevent  lateral  pressure.  They  should  be  long 
enough  to  include  the  hand.  Immobilization  of  the  wrist  is 
essential. 

The  sling  shoxdd  support  both  the  elbow  and  the  xvrist. 

Fracture  of  the  shaft  of  the  ulna  is  more  frequent  than 
fracture  of  the  radius,  because  the  natural  position  of  the  arm 
in  self-defense  places  the  ulna  in  an  exposed  position.  It  is 
always  the  result  of  direct  violence  and  is  apt  to  be  associated 
with  dislocation  of  the  radial  head  (see  p.  292). 

The  limb  should  be  immobilized,  as  in  fracture  of  both  bones. 

Fracture  of  the  shaft  of  the  radius  is  usually  the  result  of 
direct  violence;  angular  displacement  generally  follows.  In 
fracture  of  the  upper  third  of  the  radius  a]>ove  the  pronator 
the  displacement  is  very  great.  The  upper  fragment  is  flexed 
and  supinated  by  the  biceps  and  supinator  brevis.  The  lower 
fragment  is  pronated  and  drawn  toward  the  ulna.  The  danger 
of  bony  union  across  the  interosseous  membrane  is  great. 
The  angular  displacement  must  l^e  carefully  reduced  and  the 
forearm  immobilized  in  full  supination. 

Extensive  phlegmonous  inflammation  frequently  follows 
compound  fractures  of  the  forearm.  Infection  travels  along 
the  sheaths  of  the  tendons  and  rapidly  involves  the  entire 
limb  unless  prompt  and  efficient  drainage  be  adopted. 


CHAPTER  XVIII 
THE  WRIST 

The  wrist,  ancdomicalhj  considered,  reters  to  the  radiocarpal 

articulation. 

SuTgicalhj,  it  refers  to  the  inferior  part  of  the  foreann  and 
the  carpus. 

The  region  of  the  wrist  may  be  arliitraril y  placed  two  fingers'- 
breadth  above  and  below  the  interarficular  line. 


Anteriorly,  t!ie  liantl  is  separated  from  the  wrist  by  the  thenar 
and  hypothen.-ir  eminences,  aljove  which  is  a  well-marked  dcpres- 
Piod,  which  forms  a  regular  curve.  In  fracture  of  the  lower 
end  of  the  radius  this  regular  curve  is  replaced  by  a  more  or 
less  marked  anpilar  depression. 

The  strvclures  on  the  anterior  side  of  the  lerist,  from  without 

The  supinator  longus  tendon,  the  radial  artery  and   vein. 
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the  flexor  carpi  radialis,  palmaris  longus,  median  nerve,  tendons 
of  the  flexor  sublimis  and  profundus,  ulnar  artery  and  veins, 
ulnar  nerve,  and  flexor  carpi  ulnaris  (Fig.  157). 

All  these  structures  lie  upon  the  pronator  quadratus,  which 
stretches  transversely  across  the  two  bones. 

The  radial  artery,  with  its  venae  comites,  lies  in  a  groove 
between  the  tendons  of  the  supinator  longus  and  the  flexor 
carpi  radialis. 

The  radial  nerve  does  not  accompany  the  artery  at  this 
point,  but  leaves  it  about  3  inches  above  the  wrist,  to  pass 
beneath  the  tendon  of  the  supinator  longus.  Hence,  in  ligating 
the  artery  at  this  point  we  do  not  find  the  nerve  at  the  radial 
side  of  the  vessel. 

The  artery  is  very  superficial  at  this  point,  being  covered 
only  by  skin  and  aponeurosis;  hence,  it  is  more  frequently 
wounded,  but  hemorrhage  is  easily  controlled. 

Atheromatous  changes  are  early  recognized  in  this  artery. 
At  the  apex  of  the  styloid  process  the  radial  artery  changes 
its  direction  to  wind  around  the  outer  side  of  the  carpus  and 
penetrate  the  first  interosseous  space. 

At  the  point  where  it  changes  its  direction  it  gives  off  an 
important  branch,  the  superficialis  voice,  which  crosses  the 
short  abduction  of  the  thumb  to  anastomose  with  the  ulnar 
and  form  the  superficial  palmar  arch. 

The  median  nerve  lies  between  the  tendons  of  the  flexor 
carpi  radialis  and  the  flexor  sublimis  under  the  tendon  of  the 
palmaris  longus. 

The  ulnar  artery  lies  in  a  groove  between  the  flexor  carpi 
ulnaris  and  the  flexor  sublimis.  It  continues  in  a  vertical 
direction  in  front  of  the  annular  ligament  and  is  lodged  in  a 
groove  on  the  external  side  of  the  pisiform  bone,  which  is  an 
important  landmark  in  ligating  the  artery. 

Its  final  anastomoses  in  the  palm,  with  the  superficialis 
volaj,  forms  the  superficial  palmar  arch. 

In  incising  collections  of  pus  on  the  anterior  surface  of  the 
wrist  the  incision  should  l>e  a  vertical  one,  placed  midway 
between  the  center  and  ulnar  side  to  avoid  the  median  nerve. 

Wounds  of  the  anterior  portion  of  the  wrist  assume  an 
important  aspect,  because  of  the  involvement  of  the  tendons. 
Being  superficially  placed  they  are  liable  to  be  divided  and 
unless  properlj/  treated  the  function  of  the  hand  is  lost. 

In  all  wounds  about  the  wrist  carefvl  search  should  be  made 
to  ascertain  whether  any  of  the  tendons  are  involved. 


THE  WRIST  307 

If  a  tendon  has  been  divided  it  should  be  sutured,  the  ends 
being  brought  in  contact,  if  possible;  if  not,  they  thould  be 
placed  near  each  other.  The  hand  should  be  immobilized  in  a 
position  of  flexion. 

The  posterior  or  dorsal  surface  of  the  twist  presents  less  surgical 
interest  than  that  of  the  anterior  surface. 

With  the  hand  pronated  the  axis  of  the  forearm,  wrist,  and 
hand  are  in  the  same  vertical  line;  when  the  inferior  extremity  of 
the  radius  is  fractured  the  wrist  is  earned  outward  and  the 
line  of  the  axis  deviates  sharply. 

The  bones  are  more  accessible  on  the  dorsal  surface  than  in 
front,  the  head  and  styloid  process  of  the  radius  being  specially 
prominent. 

The  aponeurosis  at  this  point  is  of  special  importance.  It  is 
reinforced  a  little  above  the  articular  surfaces  of  the  radius 
and  ulna  by  transverse  fibers,  and  takes  the  name  of  the  posterior 
annular  ligament.  It  is  not  an  independent  ligament,  but 
only  a  reinforced  portion  of  the  aponeurosis  which  is  continuous 
above  with  the  aponeurosis  of  the  forearm  and  below  with 
that  of  the  metacarpus. 

The  function  of  the  posterior  annular  ligament  is  to  hold  the 
extensor  tendons  close  to  the  bone  and  prevent  their  luxation, 
which  would  necessarily  be  frequent  without  it. 

The  grooves  in  the  radius  and  ulna  are  by  means  of  this 
ligament,  converted  into  osteofibrous  canals  which  the  tendons 
traverse. 

There  are  three  of  these  osteofibrous  canals  from  without  in. 
The  first  contains  the  tendons  of  the  extensor  communis  digi- 
torum  and  extensor  indicis,  the  second  the  extensor  minimi 
digiti,  and  the  third  the  extensor  carpi  ulnaris. 

Each  of  these  grooves  is  covered  by  synovial  membrane,  and 
although  susceptible  to  inflammation  and  serous  effusion  they 
are  seldom  affected.  Where  the  tendon  is  cut,  retraction  toward 
the  forearm  always  follows,  and  the  end  cannot  he  recovered  in  the 
wound.  This  is  specially  true  of  the  tendons  of  the  index  and 
little  fingers,  which  possess  grooves  independent  of  the  other 
extensor  tendons.  When  divided  it  is  necessarv  to  look  for  the 
divided  end  in  the  forearm.  If  not  found,  an  anastomosis 
should  be  made  with  a  neighboring  tendon. 

On  the  external  portion  of  the  wrist  we  find  the  tendons  of 
the  extensor  ossis  metacarpi  pollieis,  the  extensor  brevis  pol- 
licis,  the  extensor  longus  pollicis,  and  the  radial  artery  and 
vein  (in  the  anatomic  snuff-box). 
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The  nsteofibrous  j^rouves  lotljang  the  extensor  tendons  of  the 
thumb  !ire  frequently  the  site  of  inflammation  following 
excessive  exercise.  This  may  result  in  swelling  along  the 
course  of  the  tendon,  accompanied  by  a  creaking  sensation 
(tendon  crepitus).  This  condition  is  apt  to  occur  after  wringing 
clothes — "  washcTuioman' s  sprain." 

Anatmnic  Snuff-box. — The  depression  lietween  the  lont;  and 
short  extensors  of  the  thumb,  well  marked  when  the  thumb  is 
forcibly  extended.  At  the  lx)ttom  of  the  depres.iiion  are  the 
radial  artery  and  veins  just  before  they  pierce  the  first  meta- 
carpal space. 


Bones  of  the  wrist  are  the  radius,  ulna,  imd  bonts  of  the 
carpus,  which  form  three  articulations: 

(a)  The  inferior  radio-ulnar. 

{b)  The  radiocarpal. 

(c)   The  mediocarpal. 

The  lower  extremity  of  the  radius  is  much  larger  than  the  . 
bo<Iy  of  the  Ixrne,  am!  with  the  carpal  bones  forma  the  wrist-  i 
joint. 

This  extremity  is  composed  of  spongy  tissue  which  ofTeni  1 
but  feelile  resistance  to  pressure.     The  body  of  the  bone  is 
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composed  of  compact  tissue;  hence,  it  is  readily  understood 
how  in  Cdles'  fracture  the  body  of  the  bone  is  driven  into  the 
epipki/sis  (impacted). 

The  epiphysis  joins  tlie  body  at  the  twentieth  year,  so  that 
before  the  twentieth  year  we  are  more  liable  to  observe  sepa- 
ration of  the  epiphysis  than  fracture. 

The  head  of  the  ulna  has  no  part  in  the  wrist-joint.  It  does 
not  descend  so  low  as  the  radial  head.  Its  epiphysis  joins  the 
body  about  the  .same  time  as  that  of  the  radius. 

The  sli/loid  processes  of  the  radius  and  vIna  form  important 
landmarks  in  the  surgery  of  the  wri.sl.  They  are  not  on  the  same 
level,  the  radius  l)eing  lower  than  the  ulna.  In  Colles'  fracture 
the  impaction  diminishes  the  lenuth  of  the  radius  and  the  two 
styloids  are  then  at  the  same  level  (Fif;.  l-W). 

The  inferior  radio-ulnar  joint  is  formed  by  the  head  of  the 
ulna  and  the  sigmoid  cavity  on  the  internal  surface  of  the 
lower  end  of  the  ratlius.     N'oie  that  the  mechanism  here  is  just 
the  reverse  of  that  at  theelliow 
(where  the  head  of  tlie  radius 
is  receivet!  into   the  lesser  sig- 
moid cavity  of  the  ulna).     The 
two  bones   are   imited  by  two 
peripheral    Hftaments    (anterior 
and  posterior  radio-ulnar) ,  which 
are  very  weak,  and  by  an  inter- 
osseous lijrament,  the    triangu- 
lar fibroeartilage,  which  is  very 
strong. 

The  triangular  fibrocarti- 
lage,  as  its  name  indicates,  is 
triangular  in  form  (Fig.  159). 
Its  base  is  inserted  into  the 
internal  border  of  the  inferior 
extremity  of  the  radius,  its  apex 
into  the  external  surface  of  the 
styloid  process  of  the  ulna. 

The  functions  of  this  ligament  are  to  unite  the  radius  and 
ulna  anil  to  take  the  place  of  the  head  of  the  ulna  in  the  for- 
mation of  the  wri.it -joint. 

The  Radiocarpal  Articulation  .^The  articular  surface  of 
the  radius  and  the  under  surface  of  the  triangular  fibrocartilage 
together  form  the  cavity  of  reception,  which  articulates  with 
the  scaphoid,   semilunar,   and   cuneiform   bones.     The  inter- 
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articular  line  is  curved,  its  highest  point  being  about  ^  inch 
above  a  transverse  line  uniting  the  tips  of  the  styloid  processes. 

The  radius  is  united  to  the  carpus  by  two  ligaments — ^the 
posterior,  which  is  weak,  and  the  anterior,  which  is  very 
strong — two  important  factors  in  fractures  and  dislocations 
of  this  region. 

The  wrist-joint  has  all  the  movements  except  rotation,  and 
this  deficiency  is  compensated  for  by  the  movements  of  supi- 
nation and  pronation  of  the  radius  at  the  radio-ulnar  joints. 

The  mediocarpal  joint  is  the  articulation  between  the  two 
rows  of  carpal  bones.  The  line  of  this  articulation  resembles 
an  S  placed  horizontally. 

The  feature  of  this  joint  is  the  ball-and-socket  character  of 
its  central  portion,  the  os  magnum  and  unciform  being  a  con- 
dyle which  fits  into  the  cavity  formed  by  the  scaphoid,  semi- 
lunar, and  cuneiform.  Flexion,  extension,  a  slight  amount  of 
lateral  motion,  and  a  limited  degree  of  rotation  take  place  in 
this  joint.  Note  the  fact  that  at  the  wrist  extension  is  freer 
than  flexion,  at  the  mediocarpal  joint  flexion  is  freer  than 
extension. 

Colles'  Fracture  ("Silver-fork  Fracture"). — This  fracture 
is  a  very  common  one,  ranking  next  in  frequency  to  fracture 
of  the  clavicle.  Tlie  mechanical  factors  which  cause  it,  and  the 
pathologic  conditions  present  have  been  the  prolific  source  of 
medical  debate  for  nearly  a  century.  Dr.  Colles,  of  Dublin, 
was  the  first  to  give  an  accurate  description  of  this  lesion,  and 
since  his  contribution  fracture  of  the  lower  end  of  the  radius 
has  l>een  known  as  Colles*  fracture. 

Velpeau,  in  observing  the  deformity,  was  impressed  with  its 
similarity  to  a  silver  fork,  and  it  has  also  l>een  called  "silver- 
fork  fracture." 

There  is  no  good  reason  why  it  should  not  retain  the  name  of 
Colles,  for,  while  it  is  a  fracture  of  the  lower  end  of  the  radius, 
it  is  more — it  is  a  fracture  of  such  distinctive  characteristics 
that  it  is  worthy  of  a  distinctive  name.  It  is  no  flight  of  fancy 
to  observe  the  analogy  l)etween  a  Pott's  and  a  Colles*  fracture. 
They  both  have  in  common  a  characteristic  cause,  pathology, 
deformity,  and  symptomatolog>\  Pott's  fracture  means  more 
than  a  fracture  of  the  lower  end  of  the  fibula,  and  Colles'  fracture 
means  more  than  a  fracture  of  the  lower  end  of  the  radius. 

Colics^  fracture  w  an  impacted  fracture  of  the  lourr  end  of  the 
radius;  occasionally  the  lower  end  of  the  fragment  is  com- 
minuted, but  impaction  is  the  rule  (Fig.  160). 
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The  circumstances  under  which  the  fracture  is  received  play 
an  important  r61e  in  its  pathology.  When  a  person  falls  it  is 
the  natural  thing  to  throw  the  hand  forward  for  protection; 
thus,  the  hand  in  the  hyperextended  position  receives  the  force 
of  the  fall  and  the  blow  is  transmitted  from  the  carpus  to  the 
carpal  end  of  the  radius  and  fracture  results. 

The  Anatomic  Factors  in  Colles'  Fracture. — (a)  The 
radius  is  the  "handle  of  the  hand."  The  hand  follows  the 
radius. 

(6)  The  lower  extremity  of  the  radius  is  composed  of  spongy 
tissue.  About  }  inch  above  its  carpal  end  it  joins  the  compact 
tissue  of  the  shaft ;  hence,  the  weak  spot  at  this  point  of  juncture. 

(c)  Of  the  two  ligaments  which  bind  the  lower  end  of  the 
radius  to  the  carpus  the  anterior  is  thick  and  strong,  the  pos- 
terior is  thin  and  weak. 


Fio.  160. — CoLLEs'  Fracture  (from  an  X-rat  Tracing). 

(d)  It  is  a  well-observed  fact  that  spongy  tissue  of  bone  is 
often  less  resistant  than  the  ligaments  attached  to  it;  hence, 
when  the  ligaments  are  strongly  stretched  they  may  pull  away 
the  fragment  to  which  they  are  attached. 

(e)  The  patient  falls  upon  the  hand  when  it  is  in  extreme 
extension.  Either  one  of  two  things  must  happen.  (1)  The 
anterior  ligament  must  rupture  and  a  radiocarpal  dislocation 
take  place,  or  (2)  the  ligament  resist  and  tear  off  the  lower  end 
of  the  radius  to  which  it  is  attached.  The  latter  is  precisely 
what  occurs.  The  end  of  the  radius  is  torn  off  at  the  weak  spot 
mentioned  above,  because  of  the  cross-strain  imposed  at  this 
point  (Fig.  161). 

(/)  As  the  spongy  end  of  the  radius  is  torn  off,  the  weight  of 
the  body,  transmitted  through  the  compact  shaft,  thrusts  the 
end  of  the  shaft  into  the  spongy  fragment,  and  impaction 
occurs  (sometimes  comminution). 
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{g)  As  the  lower  fragment  of  the  ratlius  is  displaced  the 
triangular  fibro cartilage  is  dislocated,  causing  an  undue  promi- 
nence of  the  ulna,  a  widening  of  the  wrist  as  the  radius  and  ulna 
are  spread  apart,  and  sometimes  the  styloid  process  of  the  ulna 
ia  torn  off. 

An  appreciation  of  these  anatomic  factors  readily  explains 
the  five  well-marked  deformities  which  make  the  symptom- 
compltx  of  CoIJck'  fracture. 

(l)  Prominence  of  the  Fragnienl  at  Ike  Back  of  the  Wrist. — ^This 
dorsal  prominence  is  caused  by  the  fragment  lieing  displaced 
upward  and  backward  and  sometimes  tilted  on  its  own  &\is 
(action  of  untorn  anterior  ligament). 


Fio,   IB  I.— Si 


(2)  The  hand  is  thrown  to  the  radial  side,  giving  the  appearance 
of  dislocation  of  the  wrist.  This  is  caused  by  the  hand  fol- 
lowing the  distal  fragment  to  which  it  is  attached  by  strong 
ligaments. 

(3)  Prominence  of  the  ulna  is  caused  by  the  lon'er  end  of  the 
radius  being  torn  away  from  the  ulna.  The  fibrocartilage  is 
dislocated  and  undue  prominence  of  the  ulna  results. 

(4)  Widening  of  tiie  wriat,  caused  by  the  same  condition  as  in 
the  foregoing  paragraph. 

(5)  Shorteninq  of  the  Radius. — The  backward  displacement 
and  the  impaction  causes  a  shortening  of  the  radius,  and  is 
shown  by  comparing  the  normal  relation  of  the  radial  and  ulnar 
styloid  with  the  same  in  a  Colles'  fracture  {see  Fig.  158). 

In  the  normal  arm  the  radial  styloid  ia  about  J  inch  lower 
than  the  ulna:  in  a  Colles'  fracture,  the  radial  styloid  is  pushed 
upward  so  that  the  tips  of  the  styloids  will  Vie  on  a  level,  or  the 
radial  may  be  on  a  higher  level  than  the  ulna. 


THE  WRIST 


313 


A  most  importani  pecidiarilii  is  the  absence  in  most  cases  of 
crepitus  or  abnormal  mobility  of  the  fractured  fragment,  due 
to  impaction. 

This  condition  is  so  constant  that  in  reducing  the  fracture  it 
is  difficult  to  dislodge  the  fragment  without  great  force,  and 
reduction  is  seldom  satisfactorily  accomplished  without  anes- 
thesia. 

The  correct  anatomic  position  in  reducing  Colles'  frac- 
ture is  to  place  the  hand  in  the  opposite  position  to  that  in 
which  the  injury  w.is  sustained.  At  the  time  of  injury  the  hand 
is  hyperextendeii  and  pronated.     By  supinating  and  flexing  the 


hand  the  reduction  can  be  most  easily  accomplished.  With 
the  patient  completely  anesthetized  the  forearm  is  brought  to 
a  right  angle  and  supinated.  Traction  is  made  upon  the  hand 
in  the  flexed  position  and  count erpressure  is  made  upon  the 
upper  fragment  (Fig.  162V 

Reasons  for  This  Manipulation. — (1)  The  forearm  is  brought 
to  a  right  angle  and  supinated,  to  relax  the  supinator  longua 
muscle,  attached  to  the  displaced  fragment. 

f2)  Traction  is  made  upon  the  hand  in  the  flexed  position, 
because  the  strong  anterior  ligament  which  binds  the  displaced 
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fragment  to  the  carpus  will  thus  directly  pull  the  fragment  into 
its  normal  position. 

The  value  of  the  strong  anterior  ligament  connecting  frag- 
ment and  carpus  has  not  been  suf&ciently  emphasized.  It  is 
of  immense  importance  in  pulling  the  fragment  into  position  if 
traction  is  made  upon  the  flexed  hand. 

It  is  well  to  realize  that  in  this  fracture,  even  under  the  best 
treatment,  perfect  results  cannot  always  be  expected. 

Dislocation  of  the  Lower  End  of  Ulna, — In  pronation  and 
supination  the  radius  turns  about  the  ulna.  The  radius 
carries  with  it  the  triangular  ligament.  In  forced  pronation 
the  triangular  ligament  may  be  carried  so  far  forward  as  to 
clear  the  end  of  the  ulna  entirely.  This  accident  has  been 
produced  by  engaging  the  hand  in  the  spokes  of  a  moving 
wheel,  by  wringing  clothes,  or  by  suddenly  lifting  a  child  by 
the  hand  to  help  it  ascend  a  step.  With  the  ulna  thus  dis- 
located there  is  a  marked  projection  of  its  lower  end  on  the 
back  of  the  wrist;  the  haitd  is  held  in  forced  pronation  and 
there  is  inability  to  return  it  to  supination.  The  dislocation 
is  reduced  by  forced  supination. 

In  arthritis  and  tuberculoftis  there  is  relaxation  of  the  radio- 
carpal ligaments  and  the  joint  is  very  movable. 

The  carpal  bones  are  rarely  fractured  or  dislocated  singly. 
In  cases  of  severe  traumatism  they  may  be  so  comminuted  as 
to  warrant  resection  or  even  amputation. 

Fracture  of  the  Scaphoid. — Since  the  introduction  of  the 
avray,  what  was  formerly  an  obscure  lesion  has  been  shown  to 
be  a  fracture  of  the  scaphoid.  It  results  from  a  fall  on  the  hand 
in  dorsal  flexion.  The  usual  site  of  fracture  is  the  middle  third 
of  the  bone  accompanied  at  times  by  a  dislocation  of  the  frag- 
ment. The  symptoms  are  stiffness  of  the  wrist,  radial  abduc- 
tion of  the  hand,  and  pain  over  the  scaphoid  and  along  the 
depression  in  the  anatomic  "snuff-box.''  The  use  of  the 
x-ray  confirms  the  diagnosis. 

Ganglion  of  the  wrist  is  a  cyst  formed  by  a  hernial  pro- 
trusion of  the  synovial  lining  of  a  tendon  sheath.  They  may 
also  be  formed  by  diverticula  from  the  carpal  joints  (Sutton). 

They  are  usually  found  on  the  back  of  the  carpus  in  the  form 
of  a  rounded  elastic  swelling,  which  becomes  tense  when  the 
wrist  is  flexed. 

They  may  be  treated  by  forcible  pressure,  sufficient  to 
rupture  the  sac,  or  by  careful  dissection. 

Tuberculosis  of  the  wrist  is  rare  in  children,  but  frequent 


THE  WRIST  315 

in  middle  life.  Beginning  in  a  single  bone,  it  spreads  through- 
out the  carpus.  Its  extension  is  facilitated  by  the  numerous 
synovial  cavities  which  surround  the  carpal  bones.  The 
proximity  of  the  tendon  sheaths  render  them  liable  to  be 
invaded.  The  later  stages  of  the  disease  are  marked  by 
sinuses  which  usually  open  upon  the  back  of  the  wrist. 

Excision  of  the  Wrist. — The  wrist  is  one  of  the  most 
difficult  joints  to  explore.  The  numerous  tendons  which  cover 
both  the  anterior  and  posterior  surfaces  of  the  articulation;  the 
invasion  of  synovial  cavities;  the  difficulty  of  removing  all  the 
diseased  tissue  without  sacrificing  important  organs;  and  the 
doubtful  functional  result  render  resection  of  the  wTist  a  pro- 
cedure of  more  doubtful  value  than  that  of  the  shoulder  or 
elbow. 

In  exploring  the  wrist  the  landmarks  are  the  styloid 
processes  of  the  radius  and  ulna. 

The  tip  of  the  styloid  process  of  the  ulna  corresponds  to  the 
line  of  the  wrist-joint.  A  line  joining  the  two  styloid  proc- 
esses would  pass  1  cm.  below  the  radiocarpal  joint  and  15  mm. 
above  the  carpometacarpal  joint. 

The  inferior  transverse  fohl  in  front  of  the  w^rist,  if  projected 
on  the  dorsal  surface  of  the  hand,  would  pass  exactly  over  the 
neck  of  the  os  magnum  (Tillaux).  Various  incisions  have  been 
advocated  for  excisin.e:  the  wrist-joint. 

The  simplest  and  most  satisfactory  is  the  dorsal  incision 
between  the  extensor  indicis  and  the  extensor  communis 
tendons.  The  hand  is  split  between  the  second  and  third 
metacarpals,  the  trapezium  and  os  magnum,  and  the  scaphoid 
and  semilunar  bones. 

The  articular  ends  of  the  radius  and  ulna,  the  carpal  bones, 
and  the  ends  of  the  metacarpals  are  usually  removed. 


CHAPTER  XIX 
THE  HAND 

The  palm  of  the  hand  consists  of  a  central,  depressed  portion, 
triangular  in  shape,  with  its  apex  directed  upward,  the  "hollow 
of  the  hand,''  bounded  externally  by  the  thenar  eminence, 
internally  by  the  hypothenar  eminence,  and  below  by  three 
small  elevations  at  the  roots  of  the  fingers  corresponding  to  the 
interdigital  spaces. 

The  palm  is  crossed  by  three  well-marked  furrows  (Fig.  165). 

The  first  starts  at  the  wrist,  curves  about  the  base  of  the 
thenar  eminence,  and  ends  at  the  outer  border  of  the  hand,  at 
the  base  of  the  index  finger.  This  crea.se  is  due  to  the  move- 
ment of  the  thumb  in  opposition.  It  corresponds  to  the 
carpometacarpal  joint  of  the  thumb. 

The  second  starts  where  the  furrow  of  the  thumb  ends,  and 
passes  across  the  hand  in  an  oblique  and  slightly  upward 
direction,  and  is  lost  in  the  hypothenar  eminence.  The  out^r 
portion  of  this  furrow  is  due  to  flexion  of  the  index  finger,  the 
remainder  to  a  secondary  fold  caused  by  flexion  of  the  three 
inner  fingers.  The  point  where  this  furrow  crosses  the  third 
metacarpal  corresponds  to  the  lowest  part  of  the  superficial 
palmar  arch. 

The  third  and  lowest  starts  from  the  ulnar  border  of  the  hand 
and  extends  transversely  across  the  palm,  to  end  at  the  base 
of  the  first  interdigital  elevation.  This  crease  is  caused  by  the 
flexion  of  the  three  inner  fingers.  When  the  hand  is  strongly 
flexed,  the  second  and  third  furrows  are  merged  into  one  trans- 
verse palmar  furrow,  which  corresponds  to  the  metacarpo- 
phalangeal articulation  of  the  fingers,  and  serves  as  a  landmark 
in  disarticulating  the  corresponding  digits. 

The  palm  of  the  hand  is  divided  into  three  distinct  regions 
corresponding  to  the  thenar  eminence,  the  hypothenar  eminence, 
and  the  "hollow  of  the  hand." 

The  thenar  eminence  occupies  the  radial  side  of  the  palm 
opposite  the  base  of  the  thumb.  It  is  composed  of  the  short 
muscles  of  the  thumb.  The  skin  is  finer  and  less  adherent  than 
that  covering  the  hollow.     It  is  circumscribed  by  aponeurosis, 
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which  separates  it  from  the  hollow  of  the  hand  and  forms  a  dis- 
tinct region.  Infection  of  this  region  is  usually  limited  by  the 
aponeurosis  and  prevented  from  spreading  into  the  hollow  of 
the  hand. 

The  hypothenar  eminence  occupies  the  ulnar  side  of  the 
palm,  opposite  the  base  of  the  little  finger.  It  is  composed  of 
the  short  muscles  of  the  little  finger.  The  skin  is  thick  and 
very  adherent.  It  is  also  circumscribed  by  aponeurosis,  which 
separates  it  from  the  hollow  of  the  hand,  converts  it  into  a  dis- 
tinct region,  and  prevents  pus  from  passing  into  the  hollow. 

The  hollow  of  the  hand  is  situated  Ijetween  the  two  emi- 
nences. It  is  triangular  in  shape,  with  the  base  below  and  the 
apex  at  the  wTist.  It  is  the  dangerous  region  of  the  hand  because 
of  the  important  structures  it  contains  and  the  fact  that,  above, 
it  communicates  with  the  flexor  tendons  of  the  forearm  and 
below  with  the  flexor  tendons  of  the  fingers. 

The  skin  in  this  region  is  so  thick  and  adherent  that  it  is  with 
difficulty  that  a  skin  flap  is  dissected  from  the  palm.  It 
contains  no  hair  follicles  or  sebaceous  glands;  hence,  we  do  not 
get  furuncles  here,  as  on  the  dorsal  surface.  There  are,  how^ever, 
in  the  skin  of  the  palm,  more  sweat-glands  than  in  any  other 
part  of  the  body. 

The  skin  of  the  palm  is  frequently  the  site  of  callosities, 
underneath  which  a  bursa  may  sometimes  form,  becoming 
infected  and  resulting  in  superficial  abscess.  These  abscesses 
should  always  be  opened  by  vertical  incisions,  parallel  with 
the  principal  structures,  always  keeping  in  mind  the  position 
of  the  palmar  arch. 

The  subcutaneous  tissue  is  verv^  dense  and  serves  as  a  cushion 
to  facilitate  the  grasp  of  the  hand  and  minimize  the  effect  of 
pressure. 

The  superficial  palmar  fascia  is  thin  and  serves  to  closely 
connect  the  skin  with  the  deep  fascia  by  fibrous  septa  in  which 
are  lodged  pellets  of  fat,  just  as  we  find  it  in  the  scalp  and  the 
sole  of  the  foot. 

It  will  be  noted  that  the  carpal  bones  are  so  articulated  that 
they  form  a  deep  groove.  Across  this  groove,  like  the  string  of 
a  bow,  is  stretched  the  anterior  annular  ligament,  converting 
the  groove  into  a  canal,  beneath  which  pass  the  flexor  tendons 
of  the  sublimis  and  profundus  digitorum,  the  tendon  of  the 
flexor  longus  pollicis,  and  the  median  nerve.  It  is  attached 
internally  to  the  pisiform  bone  and  the  hook  of  the  unciform, 
externally   to   the   tuberosity  of   the   scaphoid   and   anterior 


318  THE  UPPER  EXTREMITY 

surface  of  the  trapezium.  This  ligament  is  continuous  above 
with  the  deep  fascia  of  the  forearm,  of  which  it  is  a  thickened 
band,  and  below  with  the  palmar  fascia.  Through  this  carpal 
canal  the  structures  of  the  hand  communicate  with  those  of  the 
forearm  and  constitute  a  region  of  great  surgical  importance. 

The  deep  palmar  fascia  is  dense  and  unyielding,  and  is 
well  developed  in  the  hands  of  mechanics,  or  those  who  handle 
tools.  This  fascia  may  be  regarded  as  an  expansion  of  the  ten- 
don of  the  palmaris  longus  which  merges  into  the  fascia  at  its 
central  portion. 

The  palmar  fascia  may  be  divided  into  a  central  and  two 
lateral  portions.  The  central  portion  is  the  strongest,  occupies 
the  middle  of  the  palm,  and  is  triangular  in  shape.  Its  apex 
is  above  and  continuous  with  the  palmaris  longus  tendon,  its 
base  is  below  and  corresponds  to  the  heads  of  the  four  inner 
metacarpals;  here  it  divides  into  four  slips  for  the  four  finger& 
(sometimes  there  is  a  fifth  going  to  the  thumb — Keen). 

If  v;e  forcibly  extend  the  hand  we  note  at  the  root  of  the 
fingers  that  there  are  four  vertical  depressions,  between  which 
are  three  elevations.  The  vertical  depressions  are  due  to  the 
four  fascial  slips  and  the  three  elevations  to  the  adipose  tissue 
which  bulges  out  between  them. 

Each  of  these  four  fascial  slips  divides  to  permit  the  flexor 
tendons  of  the  finger  to  pass  through,  and  the  ends  are  inserted 
into  the  sides  of  the  bases  of  the  first  phalanges  and  the  trans- 
verse metacarpal  ligament.  Thus,  the  flexor  tendons  of  the 
fingers  are  held  in  position  by  fascial  rings.  In  the  space 
between  the  four  fascial  slips  pass  the  digital  vessels  and  nerves, 
and  the  tendons  of  the  lumbricales. 

The  palmar  fascia  is  connected  above  with  the  skin  by 
fibrous  septa  in  which  are  lodged  pellets  of  fat;  below  it  is  the 
great  palmar  bursa. 

From  either  side  of  the  central  portion  are  given  off  fibrous 
partitions,  which  dip  down  into  the  palm  and  join  the  deep 
transverse  fascia,  which  covers  the  metacarpals,  the  interossei 
muscles,  and  the  deep  palmar  arch. 

The  two  lateral  portions  of  the  palmar  fascia  are  the  external 
or  thenar  fascia,  which  covers  the  muscles  of  the  thenar  emi- 
nence, and  the  internal  or  hypothenar  fascia,  which  covers  the 
muscles  of  the  hypothenar  eminence.  Thus,  we  find  the 
palmar  fascia  divides  the  structures  of  the  palm  into  three 
separate  regions,  corresponding  each  to  the  three  portions  of 
the  palmar  fascia. 
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The  "hollow  of  the  hand"  is  converted  by  the  deep  palmar 
fascia  into  a  compartment  closed  on  the  sides  but  open  at  each 
end,  so  that  it  communicates  at  one  end  with  the  flexor  muscles 
of  the  forearm  and  at  the  other  with  the  flexor  tendons  of  the 

fingers. 

Pus  beneath  the  deep  palmar  fascia  never  makes  its  way 
through  this  dense  fascia;  hence,  we  never  find  the  aymptoms  of 
inflammation  in  the  palm.  The  pus  burrows  in  the  line  of 
least  resistance,  either  along  the  flexors  of  the  forearm,  or  those 
of  the  fingers.  It  may  also  penetrate  the  interosseous  spaces 
and  appear  upon  the  dorsum  of  the  hand. 


FlO.    163.— DuPUtTBEK'B  COHTRACnON. 

The  cause  of  inflammatonj  symptoms  on  the  back  of  the  hand  is 
jrequentUj  found  in  the  palm. 

In  opening  a  palmar  abscess  great  caution  should  be  used  to 
avoid  the  palmar  arches.  The  direction  which  the  pus  may 
burrow  should  be  kept  in  mind  and  counteropenings  made 
accordingly.  Even  the  anterior  annular  ligament  may  have 
to  be  divided  to  secure  the  proper  drainage,  although  such 
a  procedure  would  naturally  result  in  weakening  the  power  of 
the  hand. 

Dupuytren's  contraction  is  characterized  by  a  contraction 
of  the  palmar  fascia,  especially  its  digital  slips  (Fig.  163).  The 
fascial  bands  gradually  contract  until  the  fingers  are  bent  upon 
the  palm.  The  ring  finger  is  most  frequently  involved.  It 
seems  to  develop  in  patients  with  a  gouty  diathesis.  Sub- 
cutaneous division  of  the  contracted  band  is  not  always  suc- 
cessful, as  relapse  may  occur.  Complete  excision  of  the 
contracted  band  gives  the  best  results. 


The  superficial  palmar  arch  lies  immediately  beneath  the 
palmar  fasc-iii  urid  v&^ts  upon  the  tendons  of  the  flexor  sublimis 
and  the  digitii!  brani;heM  of  the  median  and  ulnar  nerves.  It  is 
formed  by  the  ulnar  artery  anastomosing  with  the  superficialis 
volie.  a  branch  of  the  radial.  The  convexity  of  the  arch  is 
direct«ii  toward  the  fingers,  from  which  are  jeiveii  off  four  digital 
branches.  The  position  of  this  arch  is  shown  by  a  transverse 
line  dra,wn  across  the  palm,  from  a  point  where  the  web  of  the 
abducted  thumb  joins  the  palm  (Fig.  164). 

The  flexor  tendons  in   the 

palm  form  two  superimposed 

era.  the  four  tendons  of 

sublimis   in    front,  the 

r    tendons    of    the    pro- 

Tundus  behiml. 

To  the  tendons  of  the  deep 
fiexors  in  the  palm  are  at- 
l:icheil  the  four  lumbricales 
muscles,  which  pass  to  the 
nidiid  side  of  the  correspond- 
in;;  finger.^  and  are  inserted 
111  the  common  extensor 
Liions  opposite  the  meta- 
r|Miphiilangeal  articulation. 
i("i(;  muscles  flex  the  first 
uhmx  and  extend  theother 
two,  and  are  much  used  by 
piano  players.  The  two 
inner  lumbricales  are  sup- 
plied by  the  ulnar  nerve,  the 
two  oviter  by  the  median. 
The  great  palmar  bursa  consists  of  two  synovial  sheaths 
which  envelop  the  flexor  tendons.  The  radial  slieath  invests 
the  tendon  of  the  flexor  longus  pollicis.  The  ulnar  sheath 
invests  the  tendons  of  the  flexor  sublimis  and  profundus 
digitorum  (Fig.  165).  These  burs*  extend  into  the  forearm 
for  about  an  inch  alwve  the  annular  ligament  and  are  separated 
by  the  median  nerve;  below  they  extend  down  to  the  heads 
of  the  metacarpal  bones,  where  they  terminate  in  a  blind 
diverticulum  around  each  pair  of  tendons,  with  the  exception 
of  those  of  the  thumb  and  little  finger;  in  each  of  these  two 
digits  the  diverticulum  is  carried  on  to  the  Inst  phalanx. 
In    the  olher  three  fingers  the  synovial    sheath  begins   as  a 
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blind  pouch,  without  communication  with  the  palmar  bursa 
(Gray). 

From  this  arrangement  we  observe  that  the  thumb  is  pro- 
vided with  ita  own  sheath,  communicating  with  the  radial  por- 
tion of  the  palmar  bursa.  The  little  finger  possesses  a  sheath 
which  communicates  with  the  ulnar  port  ion  of  the  palmar  bursa. 
The  three  other  fingers  have  a  special  sheath,  which  extends  only 
to  the  metacarpophalangeal  articulation  and  have  no  commu- 
nication with  the  palmar  bursa. 


Fia.  16S.— Thc  Gheat  Paluj 


The  two  palmar  synovial  sacs  sometimes  communicate. 
Hence,  we  observe  that  infections  of  Ike  thumb  and  little  fin- 
ger have  graver  possUrilities  than  the  other  fingers.  Pus  in  the 
thumb  or  little  finger  may,  by  means  of  the  palmar  bursa,  reach 
the  forearm. 

Amputations  of  the  thumb  and  little  finger  are  more  dan- 
gerous than  in  the  other  fingers,  because  the  palmar  bursa  is 
open  to  infection. 

The  two  synovial  sacs  do  not,  as  a  rule,  communicate  at  the 
wrist;  exceptionally,  however,  they  communicate  with  one 
another  beneath  the  annular  ligament.  TUlaux  has  reported 
a  case  of  infection  of  the  thumb  traveling  to  the  forearm,  and 
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thence  to  the  little  finger,  the  three  other  fingers  being  exempt. 
This  could  be  explained  by  a  communication  between  the  two 
synovial  sacs. 

When  the  palmar  bursa  is  distended  with  fluid  or  pus  it 
assumes  an  hour-glass  shape,  the  constriction  being  caused  by 
the  annular  ligament. 

Compound  palmar  ganglion  is  usually  due  to  tubercular 
inflammation  of  the  palmar  bursa.  It  presents  an  hour-glass 
swelling  in  front  of  the  wrist  and  the  palm  of  the  hand.  These 
cysts  contain  fibrous  concretions  resembling  melon  seeds  and 
give  a  sensation  of  crepitation  to  the  examining  finger.  These 
ganglia  should,  if  possible,  be  dissected  out,  since  incision  and 
drainage  have  been  followed  by  grave  complications. 

The  deep  transverse  fascia  is  a  thin  fibrous  membrane  which 
covers  the  metacarpal  bones,  the  interossei  muscles,  and  the 
deep  palmar  arch.  It  is  not  very  resistant  to  pus,  and  abscess 
of  the  palm  finds  little  opposition  in  making  its  way  to  the  back 
of  the  hand. 

Infections  of  the  palm  may  be  of  two  varieties: 

1.  Supra-aponeurotic. 

2.  Subaponeurotic. 

The  first  usually  clears  up  in  a  short  time  and  leaves  no 
sequelae.  It  has  no  tendency  to  spread  in  the  palm  or  back  of 
the  hand.  Pain  is  localized  and  the  fingers  can  be  moved 
without  causing  pain.  There  is  no  accompanying  swelling  in 
the  back  of  the  hand. 

The  second  variety  is  always  serious.  It  usually  leaves  the 
function  of  the  hand  impaired;  it  may  lead  to  amputation  and 
even  compromise  the  patient's  life.  The  anatomic  conditions 
explain  the  rapid  and  ravaging  course  of  pus  when  it  once  gets 
beneath  the  palmar  fascia  and  into  the  carpal  canal. 

It  penetrates  the  interosseous  spaces  and  reaches  the  back  of 
the  hand.  Swelling  of  the  back  of  the  hand  is  one  of  the  char- 
acteristic features. 

The  pus  passes  to  the  forearm,  invades  the  sheaths,  and 
destroys  the  tendons.  The  entire  hand  becomes  immobile. 
Only  large  incisions  in  the  palm  and  forearm  and  sometimes 
division  of  the  annular  ligament  will  be  of  service  in  arresting 
the  progress  of  the  infection. 

The  deep  palmar  arch  is  formed  by  an  anastomosis  of  the 
radial  artery  with  the  deep  branch  of  the  ulnar.  It  is  less 
curved  and  more  voluminous  than  that  of  the  superficial  arch. 
It  rests  upon   the  interosseous  spaces  and   muscles,  and  is 
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situated  \  inch  nearer  the  wrist  than  the  superficial  arch  (see 
Fig.  164)' 

It  is  much  nearer  the  dorsal  surface  than  the  palmar,  and 
is  consequently  more  liable  to  be  wounded  b}''  instruments 
introduced  on  the  dorsal  side. 

Interossei  muscles  occupy  the  intervals  between  the  meta- 
carpal bones.  They  are  divided  into  two  sets,  the  dorsal  and 
the  palmar. 

The  dorsal  interossei  are  four  muscles,  which  arise  by  two 
heads  from  the  adjacent  sides  of  the  metacarpal  bones  and  are 
inserted  into  the  bases  of  the  first  phalanges  and  the  aponeu- 
rosis of  the  common  extensor  tendons. 

The  palmar  interossei  are  three  small  muscles,  the  first  of 
which  arises  from  the  ulnar  side  of  the  metacarpal  tone  of  the 
index  finger  and  is  inserted  into  the  base  of  the  first  phalanx 
and  the  extensor  tendon  of  the  same  finger. 

The  second  arises  from  the  radial  side  of  the  metacarpal  bone 
of  the  third  finger  and  is  inserted  into  the  base  of  the  first 
phalanx  and  extensor  tendon  of  the  same  finger. 

The  third  arises  from  the  radial  side  of  the  fifth  metacarpal 
bone  and  is  inserted  into  the  base  of  the  first  phalanx  and 
extensor  tendon  of  the  same  finger. 

The  palmar  interossei  are  supplied  by  the  ulnar  nerve  and 
their  action  is  to  adduct  the  fingers  to  which  they  are  attached; 
that  is,  draw  them  toward  the  median  line  of  the  middle  finger. 
They  also  flex  the  first  phalanx  and  extend  the  second  and 
third. 

The  dorsal  interossei  are  supplied  by  the  same  nerve  and 
abduct  the  fingers  from  the  median  line  of  the  middle  finger, 
as  well  as  flex  the  first  phalanx  and  extend  the  second  and 
third. 

Paralysis  of  the  interossei  produces  the  "claw-hand"  or 
main  en  griff e  (see  p.  276). 

The  dorsal  surface  of  the  hand  consists  of  the  skin,  sub- 
cutaneous tissue,  the  aponeurosis,  and  the  extensor  tendons. 
The  skin  is  thin  and  contains  hair-follicles  and  sebaceous 
glands;  hence,  the  frequency  of  furuncles. 

The  subcutaneous  tissue  is  loose  and  nearly  devoid  of  fat. 
The  laxity  of  the  tissue  explains  the  ease  with  which  it  becomes 
edematous,  as  compared  with  the  palm  where  edema  is  never 
observed. 

The  subcutaneous  tissue  contains  a  large  number  of  veins, 
lymphatics,  and  nerves.     The  extensor  tendons  are  united  by 
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the  aponeurosis  and  are  directly  in  relation  with  the  dorsal 
surface  of  the  metacarpal  bones. 

The  metacarpal  bones  are  five,  numbered  in  order,  starting 
from  the  thumb.  They  form  a  slight  arch  with  the  concavity 
on  the  palmar  side.  The  most  prominent  part  of  this  arch 
corresponds  to  the  third  metacarpal.  They  articulate  above 
with  the  second  row  of  carpal  bones  and  below  with  the  first 
phalanges. 

Fractures  of  the  metacarpal  bones  are  not  very  common. 
They  may  be  caused  directly  by  a  blow  upon  the  back  or  palm  of 
the  hand,  or  by  a  crushing  force;  or,  indirectly,  by  a  fall  upon 
the  knuckles  or  a  blow  with  the  fist.  The  deformity  is  usu- 
ally slight  and  the  treatment  simple,  as  the  metacarpals  are 
so  placed  that  they  act  as  a  splint  to  each  other.  The  third 
metacarpal  is  most  frequently  the  site  of  fracture  and  it  may  be 
due  to  the  fact  that  it  forms  the  most  prominent  part  of  the 
metacarpal  arch. 

Dislocations  of  the  metacarpal  bones  are  rare.  The  most 
frequent  is  that  of  the  thumb. 

The  metacarpal  hone  of  the  thumb  assumes  a  place  of  first 
importance  in  the  matter  of  dislocations,  since  it  presents  at  its 
extremities  two  types  of  dislocations,  one  of  which  is  easy  to 
reduce,  but  difficult  to  retain;  the  other  is  very  difficult  to 
reduce  but  easy  to  retain. 

Dislocation  of  the  metacarpal  bone  backward  on  the  trape- 
zium is  rare;  it  is  easy  to  reduce,  but  difficult  to  retain,  and 
recurrences  are  frequent,  unless  molded  splints  of  plaster  are 
used  to  compress  the  back  of  the  joint. 

Dislocation  of  the  phalangeal  extremity  of  the  first  meta- 
carpal is  more  frequent.  It  is  very  difficult  to  reduce,  but 
easily  retained.  Further  discussion  of  this  dislocation  will  be 
treated  in  connection  with  the  thumb. 

The  fingers  are  composed  of  segments  called  phalanges. 
The  thumb  has  two,  the  fingers  three  each.  They  are  des- 
ignated, beginning  at  the  palm,  first,  second,  and  third,  or 
proximal,  middle,  and  distal. 

The  Anterior  Surface. — Across  the  palmar  surface  of  the 
fingers  run  transverse  folds;  the  lowest  and  the  middle  trans- 
verse folds  correspond  to  the  interphalangeal  joints:  the  highest 
transverse  fold  does  not  correspond  to  the  metacarpophalangeal 
joint;  it  is  J  inch  below  it. 

Of  the  three  transverse  folds  on  the  thumb,  the  lowest  cor- 
responds to  the  interphalangeal  joint,  the  middle  corresponds 


THE  HAND  326 

to  no  joint,  and  the  highest  crosses  the  metacarpophalangeal 
joint  obliquely. 

These  folds  form  a  guide  in  disarticulating  the  phalanges. 

The  skin  has  the  same  characteristics  as  that  of  the  palm. 
It  is  dense  and  vascular  and  contains  no  sebaceous  glands  or 
hair-follicles.  It  possesses  a  great  number  of  sweat-glands  and 
a  network  of  lymphatics.  It  is  endowed  wdth  a  special  sen- 
sibility (especially  at  the  pulp) — the  sense  of  touch. 

The  tactile  corpuscles  are  more  numerous  and  more  highly 
developed  than  in  any  other  part.  The  tips  of  the  fingers  are 
about  thirty  times  more  acute  to  the  sense  of  touch  than  is  the 
skin  of  the  middle  of  the  forearm.  The  most  sensitive  portion 
is  the  palmar  surface  of  the  third  phalanx  of  the  index  finger, 
the  least  sensitive  is  the  dorsum  of  the  hand  (Treves). 

The  subcutaneous  cellular  tissue  is  thick  and  compact  and  is 
arranged  in  compartments  to  support  pressure.  This  layer 
contains  the  vessels  and  nerves.  It  is  continuous  with  that  of 
the  dorsal  surface,  but  the  fascial  partitions  oppose  the  propa- 
gation of  inflammation  from  one  to  the  other. 

The  Fibrous  Sheath  of  the  Flexor  Tendons. — The  flexor 
tendons  are  enclosed  in  a  fibrous  sheath  which  is  attached  to  the 
lateral  margins  of  the  phalanges,  and  forms  with  the  bone  an 
osteofibrous  canal.  In  the  index,  middle,  and  ring  fingers  it 
begins  at  the  metacarpophalangeal  articulation  and  terminates 
at  the  base  of  the  distal  phalanx,  where  the  tendon  of  the  flexor 
profundus  digitorum  is  attached.  In  the  thumb  and  little 
finger  it  has  the  same  termination,  but  below  it  communicates 
with  the  palmar  bursa.  The  fibrous  sheath  is  lined  throughout 
bv  svnovial  membrane,  which  Is  reflected  on  the  tendon  and 
forms  a  synovial  sac  or  theca.  This  sheath  is  thick  opposite  the 
body  of  the  phalanges,  but  at  the  level  of  the  joints  it  is  thin 
and  penetrated  by  vessels  which  supply  the  tendon;  hence,  by 
means  of  these  openings  in  the  sheath  made  by  the  vessels,  the 
subcutaneous  cellular  tissue  fretlv  commimicates  with  the 
interior  of  the  osteofibrous  sheath  of  the  tendons,  and  inflam- 
matory procesvses  can  easily  pass  from  one  to  the  other.  The 
skin,  cellular  tissue,  and  fibrous  sheath  at  the  first  and  second 
phalanges,  and  the  skin,  cellular  tissue,  and  periosteum  of  the 
third  phalanx  are  so  adherent  that  they  practically  form  one 
layer. 

Paronychia,  whitlow,  or  felon  are  terms  usually  applied 
to  phlegmon  of  the  terminal  phalanx.  Phlegmon  of  the  finger 
may,  however,  be  used  to  include  all  infections  of  the  fingers 
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which,  because  of  the  anatomic  peculiarities  of  the  part,  present 
certain  well-marked  characteristics. 

(a)  They  usually  originate  in  the  cellular  tissue,  very  rarely 
in  the  osteofibrous  sheath. 

(6)  At  first  there  is  little  swelling,  but  intense  pain,  due  to  the 
adherence  of  the  overlying  parts,  either  to  the  sheath  or  peri- 
osteum. 

(c)  It  is  a  process  of  peculiar  gravity  frequently  followed  by 
destruction  of  the  tendons  and  loss  of  the  finger. 

id)  The  entire  hand  and  forearm  may  be  infected,  especially 
when  the  thumb  or  index  finger  is  the  starting-point. 

In  the  treatment  of  phlegmon  of  the  fingers  early  and  ample 
incision  is  of  prime  importance.  To  uxiit  to  -find  fluctuation  is 
to  wait  to  find  the  finger  in  a  condition  for  amputation. 

Early  incision  relieves  the  intense  pain  by  relaxing  the 
tissues  and  diminishing  the  pressure  on  the  nerves. 

It  arrests  the  progress  of  the  infection  and  prevents  involve- 
ment of  the  fibrous  slieath  or  necrosis  of  the  terminal  phalanx. 

The  Flexor  Tendons. — ^The  osteofibrous  canal  is  occupied 
by  the  superficial  and  deep  tendons.  Here  they  are  not 
superimposed,  as  at  their  origin;  the  sublimis  tendons  divide  at 
the  base  of  the  first  phalanx  to  allow  the  corresponcUng  pro- 
fundus tendon  to  pass  through;  the  two  portions  then  unite  to 
form  a  grooved  rhaiincl  for  the  deep  tendons  and  again  divide 
to  be  inserted  into  the  sides  of  the  second  phalanx  at  about  its 
middle.  The  deep  tendon  is  inserted  into  the  base  of  the 
terminal  phalanx. 

The  tendons  are  lined  with  synovial  membrane  which  permits 
them  to  act  with  great  freedom. 

Trigger  finger  is  a  condition  of  the  finger  in  which  flexion 
or  extension  is  arrested  at  a  certain  point.  When  the  ol^stacle 
which  impedes  the  movement  is  overcome,  the  fmger  springs 
back  with  a  jerk.  Tillaux  believes  it  is  due  either  to  inflamma- 
tion which  diminishes  the  calil>er  of  the  sheath  at  a  certain 
point  or  a  nodosity  of  the  tendon  which  encroaches  upon  the 
sheath  in  flexion  or  extension. 

The  dorsal  surface  of  the  fingers  consists  of  skin,  cellular 
tissue,  the  extensor  tendons,  periosteum,  and  bone.  The  skin 
is  fine  and  mobile,  contains  hair-follicles  and  sebaceous  glands, 
and  is,  therefore,  the  site  of  fumncles.  The  cellular  tissue  is 
loose  and  devoid  of  fat,  and  contains  the  collateral  vessels  and 
nerves. 

The  main  vessels  and  nerves  of  the  finger  nm  along  the 
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lateral  surface  and  are  placed  on  the  sides  of  the  sheath  of  the 
flexor  tendon. 

The  arteries  rise  from  the  radial  for  the  thumb  and  radial 
side  of  index,  and  from  the  superficial  palmar  arch  for  the 
remaining  fingers.  The  digital  branches  bifurcate  at  the 
level  of  the  digital  commissure  to  furnish  a  branch  to  the 
corresponding  fingers.  The  digital  arteries  furnish  branches 
anteriorly  and  posteriorly,  and  some  penetrate  the  fibrous 
sheath  to  supply  the  tendons. 

The  pulp  of  the  finger  is  one  of  the  most  vascular  parts  of 
the  body,  and  cases  are  reported  where  the  end  of  the  finger, 
completely  separated,  has  been  successfully  reunited. 

The  extensor  tendons  are  spread  out  and  form  the  posterior 
ligaments  for  the  metacarpophalangeal  and  phalangeal  joints. 
At  the  first  phalanx  they  divide  into  three  slips.  The  middle 
is  inserted  into  the  base  of  the  second  phalanx;  the  laterals 
pass  on  and  are  inserted  into  the  dorsal  surface  of  the  last 
phalanx.  A  sharp  blow  on  the  hand  may  tear  out  the  insertion 
of  the  extensor  tendon  in  the  terminal  phalanx  and  result 
in  permanent  flexion  of  the  phalanx.  The  tendon  has  been 
successfully  reinserted. 

The  dorsal  extremity  of  the  finger  is  covered  by  the  nail, 
the  root  of  which  is  lodged  in  the  matrix.  The  nail  is  an 
epithelial  product  and  undergoes  certain  nutritive  changes 
which  vary  with  the  individual's  health.  Thus  the  finger-nail 
may  indicate  to  a  certain  extent  the  state  of  health.  Inflamma- 
tion at  the  root  of  the  nail  frequently  follows  a  blow  on  the 
finger  giving  rise  to  a  ^^  run-around ^  The  matrix,  as  well  as 
the  nail,  is  usually  involved  and  loss  of  the  nail  generally 
follows. 

The  Bones  of  the  Fingers. — The  three  phalanges  are 
articulated  by  the  head  of  the  proximal  phalanx  being  received 
into  the  cavity  of  the  distal.  Hence,  the  prominence  of  the 
knuckle  is  made  by  the  heads  of  the  proximal  bones,  and  the 
joint  lies  about  \  inch  below  the  most  prominent  point  of  the 
knuckle.  This  fact  is  important  in  performing  amputation  of 
the  digits. 

The  ligaments  which  unite  the  phalanges  are: 

(a)  The  anterior  or  glenoid,  a  fibrocartilaginous  ligament 
which  serves  to  increase  the  receiving  cavity  and  also  to  act 
as  a  means  of  union.  Its  palmar  surface  is  grooved  for  the 
flexor  tendons.  Sometimes  a  sesamoid  bone  is  developed  in 
the  ligaments  of  the  index  and  middle  finger.     In  the  thumb 
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there  are  two  which  are  constant  and  are  connected  with  the 
base  of  the  first  phalanx  and  the  head  of  the  metacarpal  bone. 

(6)  The  lateral  ligaments  are  strong  bands  placed  on  each 
side  of  the  joint.    They  prevent  lateral  motion. 

(c)  The  extensor  tendons  serve  in  place  of  a  dorsal  ligament. 

Hence,  it  will  be  observed  that  disarticulation  of  the  fingers 
is  very  simple.  When  the  extensor  tendon  is  cut  the  joint  is 
opened. 

Amputation  of  the  Fingers. — Conservatism  is  the  first 
consideration  in  treating  crushed  and  lacerated  fingers. 

(a)  See  what  nature  will  do  first;  amputate,  if  necessary, 
subsequently. 

(6)  Take  the  flap  wherever  j'ou  can  find  it  with  the  least 
possible  shortening  of  the  finger.  This  applies  with  even 
greater  force  to  the  thumb.  Since  the  thumb  opposes  all  the 
other  fingers  its  value  in  the  r61e  of  prehension  is  vital.  If  the 
thumb  be  lost  the  hand  is  reduced  to  a  hook. 

(c)  In  the  ideal  amputation  the  flaps  should  be  taken  from 
the  palmar  side  to  preserve  the  sense  of  touch  and  to  avoid  a 
cicatrix  on  the  anterior  surface. 

{d)  Remember  that  the  joint  is  \  inch  below  the  prominence 
of  the  knuckle. 

Fractures  of  the  phalanges  usually  occur  from  direct 
violence  or  crushing  injuries,  consequently  they  are  frequently 
compound  and  are  apt  to  be  followed  by  suppuration  and 
necrosis  of  the  fragment.  In  simple  fracture  the  fragments 
are  easily  retained  by  a  moulded  palmar  splint  and  the  repair 
is  prompt. 

Dislocation  of  the  fingers  is  quite  frequent,  and,  as  a  rule, 
easily  reduced.  There  is,  however,  one  of  these  dislocations 
which  is  complicated  and  deserves  special  mention — disloca- 
tion of  the  proximal  phalanx  of  the  thumb.  This  phalanx 
is  dislocated  backward  on  the  dorsum  of  its  metacarpal  bone, 
the  head  of  which  forms  a  prominence  on  the  palmar  surface. 
It  is  caused  by  forcing  the  thumb  backward.  This  dislocation 
is  very  difficult  to  reduce  and  sometimes  an  operation  is  neces- 
sary before  complete  restoration  can  be  obtained  (Fig.  166). 

Anatomic  Fartors. — (a)  The  flexor  brevis  ])ollicis  is  attached 
to  the  l)ase  of  the  first  phalanx  of  the  thumb  by  two  tendons, 
one  is  inserted  into  the  outer  side,  the  other  into  the  inner 
side  of  the  base.  Moreover,  those  two  tendons  are  reinforced 
on  one  .«ide  bv  the  abductor  and  on  the  other  bv  the  adductor 
poUicis.     When  the  dislocation  takes  place  the  head  of  the 
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metacarpal  bone  is  thrust  between  the  two  tendons  of  the 
flexor  brevis  and  held  fast  by  the  tension  of  these  tendons. 
The  more  the  surgeon  pulls  on  the  thumb  the  firmer  will  the 
tendons  grasp  the  neck  of  the  metacarpal  bone. 

(6)  The  anterior  ligament  is  torn  away  from  the  metacarpal 
bone  and  acoompanies  the  phalanx  in  its  new  position,  some- 
times interposing  between  the  bones.  The  lateral  ligaments 
may  be  torn,  or  not. 

Reduction,  if  it  is  to  be  accomplished  without  opening  the 
joint,  must  proceed  according  to  a  definite  plan,  since  the 
dislocation  can  never  be  reduced  by  pulling  on  the  thumb. 


First — the  metacarpal  bone  should  be  pressed  inward  toward 
the  palm,  to  slacken  the  tension  of  the  flexor  brevis  and  the 
abductor  and  adductor  polUcis. 

Second — the  thumb  should  be  hyperextended  and  the  base 
of  the  phalanx  presseil  downward  toward  the  head  of  the 
metacarpal.  When  the  end  of  the  bone  is  reached  the  phalanx 
should  be  flexed. 

Tumors  of  the  Hand. — Lipomata  have  been  observed  on 
the  palm  of  the  hand  and  the  finpei-s.  They  are  of  subcutaneous 
origin ;  when  they  arise  in  the  palm  there  may  l)e  .some  difficulty 
in  diafpiofiifi,  since  they  simulate  the  compound  palmar  ganglia. 

Cysts. — The  palmar  surfaces  of  the  fingers  are  the  site  of 
cysts,  the  pathology  of  which  has  Iteen  explained  by  Sutton, 
who  regards  them  as  "sequestration  dermoids,"  caused  by  the 
infolding  of  the  skin  from  a  lacerated  wound.  The  contents 
of  these  dermoids  are  the  same  as  the  true  variety. 
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Chondromata  are  found  more  frequently  on  the  hands  and 
fingers  than  in  any  other  part  of  the  body,  and  are  usually 
multiple. 

Epithelioma  is  sometimes  found  on  the  dorsum  of  the  hand 
and  is  usually  due  to  the  degeneration  of  a  wart  or  cicatrix. 

Lymphatics  of  the  upper  extremity  may  be  divided  into 
the  superficial  and  deep. 

The  s^iperficial  lymphatics  begin  in  the  integument  of  the 
fingers  and  palm  of  the  hand  and  form  a  rich  network  which, 
with  a  lesser  number  from  the  back  of  the  hand,  Tinite  to  form 
trunklets  which  ascend  the  forearm  in  company  with  the 
superficial  veins. 

About  2  cm.  alx)ve  the  internal  condyle  is  situated  the 
supratrochlear  gland,  which  receives  the  lymph-vessels  which 
accompany  the  ulnar  vein. 

The  lymph-vessels  which  accompany  the  cephalic  vein  join 
the  subclavian  glands;  all  the  other  lymph- vessels  pass  directly 
to  the  axillary  glands. 

The  deep  lymphatics  follow  the  course  of  the  principal  arteries, 
and  finally  terminate  in  the  axillary  glands. 


PART  IV 
THE   ABDOMEN   AND    PELVIS 


CHAPTER  XX 
SURFACE  ANATOMY 

Examine    the    external    boundaries   of   the  abdomen — the 
ensiform  cartilage  and  the  costal  arches  above,  the  crest  of  the 
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ilium.    Poupart's    ligament,    and    the    si/mphnsis    pubis    below 
(Fig.    167).     Note  that  these  boundaries  are  superficial  and 
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give  no  correct  idea  of  the  extent  of  the  cavity  within,  since  the 
arching  of  the  diaphragm  extends  the  cavity  upward  beneath 
the  ribs,  behind  which  are  lodged  important  abdominal  viscera; 
downward,  the  cavity  extends  below  the  crest  of  the  ilia  into 
the  iliac  fossae,  and  continues  below  into  the  pelvic  cavity. 

The  umbUiciLs  is  situated  below  the  midpoint  of  the  abdomen, 
but  its  position  varies  with  the  laxity  of  the  abdominal  walls. 
It  is  approximately  opposite  the  disc  between  the  third  and 
fourth  lumbar  vertebrae. 

Palpate  the  anterior  superior  spine  of  the  ilium  (Fig.  167,  A). 
It  is  an  important  landmark;  it  can  always  be  distinguished 
even  in  the  stoutest  subject;  it  is  the  fixed  point  from  which 
measurements  of  the  lower  extremity  are  made. 

The  pubic  spine  may  be  felt  on  either  side  of  the  symphysis 
pubis  (Fig.  167,  B) ;  if  the  overlying  fat  prevents  its  recognition 
invaginate  the  scrotum  and  pass  the  finger  along  the  cord  and 
feel  the  spine  to  the  inner  side,  or  abduct  the  leg  and  follow  to 
its  termination  the  prominent  tendon  of  the  adductor  longus 
muscle.  The  pubic  spine  is  an  important  landmark  in  the 
differentiation  of  femoral  and  inguinal  hernia.  The  former 
lies  below  and  external  to  the  spine,  the  latter  above  and 
internal. 

Poupart's  ligament  extends  from  the  anterior  superior 
spine  of  the  ilium  to  the  spine  of  the  pubis.  In  a  general  way 
it  corresponds  to  the  fold  of  the  groin. 

Palpate  the  external  abdominal  ring  by  invaginating  the 
scrotum  and  passing  the  finger  over  the  cord  to  a  point  above 
the  crest  of  the  pubis  (Fig.  167,  C).  It  normally  admits 
the  tip  of  the  index  finger,  although  a  larger  ring  would  not 
necessarily  indicate  an  abnormal  condition. 

The  internal  abdominal  ring  is  situated  about  ^  in.  above 
the  midpoint  of  Poupart's  ligament  (Fig.  167,  D).  Between 
the  internal  and  external  rings  is  the  line  of  the  inguinal  canal. 

The  linca  alba  is  the  aponeurotic  line  of  junction  between  the 
two  recti  nuisdes  extending  from  the  ensiform  cartilage  to  the 
puhes;  above  the  umbilicus  it  is  marked  by  a  distinct  groove, 
below  the  umbilicus  there  is  no  surface  marking.  Through 
this  line  the  abdomen  may  \ye  opened  without  the  division  of 
muscle  or  the  incising  of  any  vessel  of  importance. 

The  recti  muscles  on  each  side  the  linea  alba  stand  out 
prominently  in  well-cleveloped  subjects  when  thrown  into 
action 

The  linea  semilunaris  marks  the  outer  boundary  of  the 
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recti  muscles,  extending  from  the  tip  of  the  ninth  costal  car- 
tilage to  the  pubic  spine. 

The  linese  transversse  are  three  transverse  depressions  cross- 
ing the  recti  muscles,  one  opposite  the  ensiform  cartilage,  one 
opposite  the  umbilicus,  and  the  third  between  the  two.  The 
lowest  of  these  lines  is  the  most  distinct. 

The  abdomen  may  he  divided  for  the  sake  of  convenience 
into  a  number  of  regions,  but  the  topographic  importance  of 
these  subdivisions  in  locating  the  abdominal  viscera  is  of  limited 
value.  The  surface  of  the  abdomen  is  divided  into  nine 
regions  by  two  vertical  and  two  horizontal  lines.  The  two 
vertical  lines  are  erected  from  the  midpoint  of  Poupart's 
ligament,  the  upper  horizontal  line  is  drawn  between  the  lowest 


points  ot  the  costal  arch,  the  lower  horizontal  line  is  drawn 
between  the  highest  points  of  the  ihac  crest  (see  Fig.  167). 

The  subdivisions  of  the  upper  zone  are  the  right  hypochon- 
driac, the  epigastric,  and  the  left  hypochondriac  regions;  the 
middle  zone — the  right  lumbar,  the  umbilical,  and  the  left 
lumbar  region;  the  lower  zone — the  right  iliac,  the  hypogastric, 
and  the  left  iliac  regions.  The  general  relations  of  the  viscera 
to  these  regions  may  be  seen  in  Fig.  167. 

For  practical  purposes  the  following  landmarks  will  prove 
useful. 

The  position  of  the  appendix  is  at  McBumey's  point, 
located  on  the  right  side  at  the  midpoint  of  a  line  drawn  from 
the  umbilicus  to  the  anterior  superior  spine  of  the  ilium  (Fig. 
167,  E). 
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The  position  of  the  gall-bladder  is  located  beneath  the 
costal  arch  at  a  point  where  it  is  crossed  by  a  line  drawn  from 
the  right  nipple  to  the  umbilicus  (Fig.  167,  F). 

Robson's  point  is  the  point  of  greatest  teniiemess  in  gall- 
bladder inflammation,  and  is  opposite  the  junction  of  the 
middle  and  lower  thirds  of  a  line  drawn  from  the  right  nipple 
to  the  umbilicus  (Fig.  167,  G). 


The  position  of  the  pylorus  is  located  opposite  the  junctioD 

of  the  upper  and  middle  thirds  of  a  line  drawn  from  the  enai- 
form  cartilage  to  the  umbilicus  (Fig.  167,  H). 

Posteriorly  will  be  felt  the  deep  furrow  in  the  middle  line  of 
the  back,  at  the  bottom  of  which  may  be  palpated  the  spines 
of  the  lumbar  vertebra — on  each  side  are  the  erector  apince 
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rmiscles.  Below  can  be  felt  the  iliac  crests  terminating  in 
the  posterior  superior  spine.  The  highest  point  of  the  iliac 
crest  corresponds  to  the  fourth  lumbar  spine. 

The  triangle  of  Petit  is  situated  immediately  above  the 
middle  of  the  crest  of  the  ilium  and  represents  the  interval 
between  the  external  oblique  and  the  latissimus  dorsi  muscles 
(Fig.  168). 

The  kidneys  lie  behind  the  twelfth  rib,  about  one-third 
being  below  the  rib.  The  right  kidney  is  about  \  in.  lower 
than  the  left,  and  the  lower  pole  extends  to  within  1^  in.  of 
the  crest  of  the  ilium  (Fig.  169).  When  the  kidney  is  enlarged 
or  displaced  it  may  be  replaced  by  making  deep  bimanual 
pressure  in  front  and  behind  the  costal  arch. 

The  colon,  both  the  ascending  and  descending  portions, 
are  in  relation  with  the  posterior  abdominal  wall  and  may  be 
reached  posteriorly  through  the  lumbar  region  between  the 
crest  of  the  ilium  and  the  last  rib  (Fig  169,  G  and  F). 


CHAPTER  XXI 
THE  ABDOMEN  AND  ITS  CONTENTS 

The  abdomen  varies  in  size  and  shape  with  age,  sex,  state  of 
nutrition,  pregnancy,  and  pathologic  conditions  affecting  its 
contents. 

Note  in  young  children  the  protuberance  of  the  upper 
abdomen,  due  to  the  relatively  large  size  of  the  liver  and  the 
small  size  of  the  pelvis. 

In  the  adult  female  the  lower  abdomen  is  larger,  due  to  the 
width  of  the  pelvis. 

In  fleshy  people  the  prominence  of  the  abdomen  is  due  to 
the  deposition  of  fat — 

(a)  In  the  omentum  and  the  mesenteric  folds. 

(6)  In  the  subcutaneous  layer  of  the  abdominal  wall. 

In  pregnancy,  ascites,  and  certain  tumors  the  abdominal 
wall  is  greatly  distended — to  such  an  extent  that  when  the 
distention  is  relieved  there  result  scar-like  lines  on  the  skin, 
linece  albicantcs,  due  to  overstretching  of  the  integument. 
While  these  white  lines  are  always  observed  after  pregnancy, 
it  should  be  remembered  that  they  may  occur  after  the  sub- 
sidence of  any  excessive  distention. 

In  wasting  diseases  the  abdomen  is  retracted  and  "boat- 
shaped.*'  In  the  upper  abdomen  the  depression  is  most 
marked,  the  abdominal  wall  sinking  in  so  abruptly  as  to  form 
almost  a  right  angle  with  the  costal  arch.  In  the  median  line 
the  projecting  spine  can  easilv  be  felt  and  in  some  cases  seen, 
forming  a  median  prominence"^. 

Boundaries. — ^The  abdomen  is  closed  above  by  the  dia- 
phragm, below  by  the  pelvic  floor,  in  front  by  a  musculo- 
aponeurotic  wall,  and  behind  by  the  vertebral  column,  the 
lumbar  muscles,  and  the  iliac  fossae. 

It  is  customary  to  divide  this  cavity  into  abdomen  proper 
and  pelvis,  the  line  of  division  being  the  superior  strait  of  the 
pelvis. 

The  overlapping  of  the  thoracic  and  abdominal  cavities  has 
already  been  alluded  to.  The  fact  that  the  arching  of  the 
diaphragm  causes  many  of  the  abdominal  viscera  to  be  under 
cover  of  the  thoracic  wall  is  obvious.  The  same  may  be 
observed   in   the   overlapping   of   the   abdominal   and   pelvic 
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cavities.  Viscera  that  properly  belong  to  the  abdomen  gravi- 
tate to  the  pelvis.  Hence,  the  external  boundaries  of  the 
abdomen  give  no  adequate  idea  of  its  extent  within. 

The  anterior  abdominal  wall  is  roughly  lozenge-shaped, 
the  superior  angle  at  the  ensiform  cartilage,  the  inferior  angle 
at  the  pelvis. 

The  thickness  of  the  abdominal  wall  varies  according  to  the 
subject  and  age. 

The  skin  presents  no  special  characteristics,  except  that  it  is 
loosely  attached  and  capable  of  great  distention,  as  seen  in 
pregnancy,  ascites,  and  intra-abdominal  tumors. 

The  superficial  fascia  of  the  abdomen  differs  from  that 
of  other  regions  because  in  the  lower  half  of  the  abdomen  it  can 
be  divided  into  two  distinct  laf/ers,  between  which  are  the  super- 
ficial vessels,  nerves,  and  lymphatic  glands. 

The  superficial  laj/er  contains  the  sul^cutaneous  fat  and  is 
continuous  with  the  superficial  fascia  oj  the  thigh y  scrotum, 
and  perineum. 

The  deep  layer  is  attached  to  Poupart's  ligament  and  the  linea 
alba. 

At  the  interval  between  the  symphysis  and  the  pubic  spine 
it  has  no  attachment,  but  passes  down  to  l^ecome  continuous 
with  the  deep  fascia  of  the  scrotum. 

Note  the  clinical  significance  of  this  peculiar  arrangement 
of  the  superficial  fascia. 

(a)  Extravasated  urine,  upon  reaching  the  scrotum,  will  pass 
through  the  unattached  interval  of  the  deep  layer  and  present 
upon  the  abdominal  wall  above  Pou part's  ligament,  limited  to  one 
side  bv  the  linea  alba. 

(6)  Emphi/sematous  conditions  presenting  in  the  abdominal 
wall  after  injuries  to  the  chest  are  limited  by  the  fold  of  the 
groin. 

The  Abdominal  Muscles. — ^The  abdominal  wall  is  essen- 
tially composed  of  layers  of  muscles  and  their  aponeuroses 
(Fig.  170).     Note  the  fact  that— 

(a)  The  three  lateral  muscles  (the  external  and  internal 
obhque  and  trans versalis)  are  placed  so  that  their  muscular 
bellies  cross  each  other  at  different  angles,  an  arrangement 
which  gives  the  greatest  amount  of  strength  to  the  abdominal 
w^all. 

(b)  The  fleshy  part  of  these  muscles  is  placed  toward  the 
sides,  the  aponeurotic  part  in  front,  and  the  aponeuroses  are 
so  arranged  as  to  form  a  sheath  for  the  rectus  muscle,  which 
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extends  on  either  side  of  the  linea  alba  from  sternum  to  os 
pubis. 

Thus  the  anterior  abdominal  wall  forms  an  elastic  and 
contractile  covering  admirably  adapted  for  maintaining  an 
equitable  pressure  and  protecting  the  abdominal  contents. 
When  the  abdominal  muscles  lose  their  tonicity,  and  there  is 
relaxation  of  the  abdominal  support,  the  viscera  gradually 
sag  downward  toward  the  lower  part  of  the  abdomen  and  a 
condition  of  visceroptosis  is  produced.  A  notable  example 
of  this  is  seen  in  movable  kidney. 

The  abdominal  viscera  are  admirably  protected  from  blows 
when  the  muscles  are  in  a  state  of  contraction;  thus,  when  a 
blow  on  the  abdomen  is  anticipated  the  muscles  contract  and 
form  a  firm  elastic  pad,  and,  while  the  abdominal  wall  may 


Fia.  170. — Tranbveiw»e  Section  Showing  Arrangement  of  Abdominal  Mdsclbs. 
A,  Rectos;  B,  external  oblique;  C,  internal  oblique;  D,  transvensalu. 

be  injured,  the  contents  usually  escape;  when  taken  unawares^ 
however,  the  viscera  within  may  be  injured,  while  the  abdominal 
wall  presents  no  sign  of  injury.  Hence,  injuries  to  the  abdomen^ 
like  injuries  to  the  heady  are  to  he  judged  not  from  the  injury  to 
the  waUSf  hut  from  the  injury  to  the  contents. 

The  external  oblique  muscle  consists  of  a  fleshy  and  an  apon- 
eurotic portion — the  latter  is  of  special  surgical  interest.  It 
arises  from  the  outer  surfaces  of  the  eight  lower  ribs  by  mus- 
cular slips  which  interdigitate  with  the  serratus  magnus 
and  latissimus  dorsi  muscles.  Its  upper  fibers  pass  obliquely 
downward  and  forward  and  gradually  merge  into  the  aponeu- 
rotic portion,  which  passes  in  front  and  is  inserted  into  the  linea 
alba;  the  lower  fibers  pass  from  the  last  rib  and  are  inserted 
into  the  outer  lip  of  the  ilium,  the  aponeurosis  continuing  on 
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to  form  Poupart's  ligament  is  attached  to  the  pubic  spine  and 
the  front  of  the  symphysis. 

The  aponeurosis  of  the  external  oblique  presents  many 
points  of  surgical  interest: 

(a)  Poupart's  ligament  is  formed  by  a  reduplication  of  its 
lower  border,  extending  from  the  anterior  superior  spine  of 
the  ilium  to  the  spine  of  the  pubis.  Under  this  ligament  pass 
the  great  vessels  and  nerves  to  the  thigh. 

(6)  Gimbernat's  ligament  is  that  portion  of  the  apon- 
eurosis of  the  external  oblique  which  is  attached  to  the  ileo- 
pectineal  line,  extending  ^  in.  external  to  the  pubic  spine.  It 
is  a  triangular  septum  with  its  base  free,  concave,  directed 
outward,  and  forms  tlie  inner  boundary  of  the  femoral  ring. 

(c)  The  triangular  ligament  of  the  abdominal  wall 
(Colles'  ligament)  is  an  extension  of  the  aponeurosis  of  the 
external  oblique  from  the  ileopectineal  line  to  the  linea  alba, 
where  it  joins  its  fellow  of  the  opposite  side.  It  is  situated 
in  front  of  the  conjoined  tendon,  the  rectus,  and  pyramidalis 
muscles  (Deaver). 

(d)  The  external  abdominal  ring  is  a  triangular  gap  in  the 
aponeurosis  of  the  external  oblique  situated  above  and  to  the 
outer  side  of  the  crest  of  the  os  pubis.  It  is  the  outlet  of  the 
inguinal  canal.  It  transmits  the  spermatic  cord  in  the  male 
and  the  round  ligament  in  the  female. 

(e)  This  aponeurosis  is  of  special  concern  to  the  surgeon, 
because  it  corresponds  to  that  part  of  the  abdomen  which  is 
opened  most  frequently  in  operations;  hence  in  abdominal 
operations  the  first  important  layer  which  the  surgeon  meets 
after  incising  the  skin  is  the  white,  glistening  aponeurosis  of 
the  external  oblique. 

The  internal  oblique  muscle  arises  from  the  outer  half  of 
Poupart's  ligament,  the  anterior  two-thirds  of  the  middle  lip 
of  the  crest  of  the  ilium,  and  the  lumbar  fascia.  The  general 
direction  of  its  fibers  is  upward  and  inward  (directly  opposite 
to  those  of  the  external  oblique). 

Make  special  note  of  the  insertion  of  this  muscle: 

(a)  The  upper  fibers  are  inserted  into  the  lower  borders  of 
the  last  three  ribs. 

(b)  The  middle  fibers,  forming  the  larger  portion  of  the 
muscle,  merge  into  an  aponeurosis  which  at  the  outer  border 
of  the  rectus  muscle  splits  into  two  layers;  the  anterior  passes 
in  front  of  the  rectus  with  the  aponeurosis  of  the  external 
oblique,  the  posterior  passes  behind  the  rectus  with  the  trans- 
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versalis  fascia,  and  the  two  layers  unite  in  the  linea  alba. 
Thus  the  two  layers  of  the  internal  oblique  aponeurosis  form  a 
sheath  for  the  rectus  muscle,  except  at  its  lotver  fourth,  where 
it  is  deficient  posteriorly.  This  is  due  to  the  fact  that  the 
aponeuroses  of  all  the  three  muscles  pass  in  front  of  the  rectus 
at  this  point.  The  lower  concave  margin,  where  the  posterior 
sheath  ends,  is  known  as  the  semilunar  fold  of  Douglas, 

(c)  The  fibers  which  arise  from  Poupart's  ligament  arch 
over  the  spermatic  cord  and,  joining  the  tendon  of  the  trans- 
versalis,  form  the  conjoined  tendon,  which  is  inserted  into  the 
crest  of  the  os  pubis  and  the  adjoining  portion  of  the  iliopec- 
tineal  line. 

id)  The  lowest  fibers  of  the  internal  ol^lique  pass  along  the 
outer  side  of  the  spermatic  cord  and  through  the  external 
ring,  forming  a  series  of  muscular  loops  of  different  length 
in  front  of  the  cord,  reaching  as  low  as  the  testicle.  These 
loops  are  united  by  areolar  tissue  and  are  inserted  into  the 
crest  of  the  os  pubis.  They  form  the  cremaster  muscle  and 
fascia  y  and  its  action  may  l>e  observed  in  the  retraction  of  the 
testicle  when  the  skin  of  the  scrotum  is  irritated. 

The  transversalis  muscle  forms  the  third  and  innermost 
layer  of  the  abdominal  muscles.  It  arises  from  the  inner 
surface  of  the  lower  six  ribs,  where  it  interdigitates  with  the 
diaphragm,  from  the  anterior  three-fourths  of  the  inner  lip  of 
the  crest  of  the  ilium,  and  from  the  outer  third  of  Poupart's 
ligament.  In  front  the  muscle  merges  into  a  l)road  aponeurosis, 
the  upper  three-fourths  of  which  passes  l)ehind  the  rectus 
with  the  posterior  layer  of  the  internal  oblique;  the  lower 
fourth  passes  in  front  of  the  rectus.  It  is  inserted  with  its 
fellow  at  the  linea  alba. 

The  lower  fillers  of  this  muscle,  with  the  internal  oblique, 
form  the  conjoined  tendon,  which  is  inserted  into  the  crest  of 
the  OS  pubis  and  the  pectineal  line. 

The  rectus  abdominis  is  a  long,  fiat  muscle  situated  in 
front  of  the  al)domen  on  each  side  of  the  linea  alba  and  enclosed 
in  a  sheath  formed  bv  the  lateral  abdominal  nuiscles. 

It  arises  by  two  tendons,  the  outer  attached  to  the  crest  of 
the  OS  pubis,  the  inner  to  the  front  of  the  symphysis.  As  it 
ascends  it  Ijecomes  broader  and  is  inserted  into  the  fifth, 
sixth,  and  seventh  costal  cartilages.  Xotc  the  tendinous 
intersections  which  cross  the  muscle — linccv  transrcrscv.  There 
are  usually  three  of  these,  one  at  the  umbilicus,  another  at 
the  ensiforni  cartilage,  and  a  third  midway  l)etween  the  two. 
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These  tendinous  intersections  are  intimately  adherent  to  the 
sheath  of  the  muscle  in  front,  but  not  behind;  hencey  pus  formed 
in  front  of  the  rectus  would  be  limited  by  these  intersections ,  pus 
behind  the  rectus  might  traverse  its  entire  length. 

The  pyramidalis  is  an  inconstant  muscle.  It  is  triangular 
in  shape,  lying  in  front  of  the  rectus  and  in  the  same  sheath. 
It  arises  from  the  front  of  the  os  pubis,  and  is  inserted  into 
the  linea  alba  midway  between  the  os  pubis  and  umbilicus. 

The  transversalis  fascia  is  a  thin  membrane  lying  between 
the  transversalis  muscle  and  the  properitoneal  fat.  Above 
the  umbilicus  it  blends  with  the  fascia  on  the  under  surface 
of  the  diaphragm,  below  it  becomes  quite  thick  and  dense, 
supplying  a  posterior  sheath  to  the  rectus  Ijelow  the  semi- 
lunar fold  of  Douglas.  It  is  attached  to  the  inner  lip  of  the 
iliac  crest  and  the  outer  half  of  Poupart's  ligament,  being 
continuous  with  the  iliac  and  pelvic  fasciae.  Beneath  the 
inner  half  of  Poupart's  ligament  it  is  continued  into  the  thigh 
in  front  of  the  vessels  to  form  the  anterior  wall  of  the  femoral 
sheath. 

The  point  at  which  the  spermatic  cord  in  the  male  and  the 
roimd  ligament  in  the  female  pass  through  this  fascia  is  called 
the  internal  abdominal  ring,  which  may  be  located  i  in. 
above  the  center  of  Poupart's  ligament. 

The  thin  funnel-shaped  fascia,  which  is  prolonged  from  the 
circumference  of  the  ring  into  the  inguinal  canal,  is  known  as 
the  infundilndiform  fascia. 

The  subperitoneal  connective  tissue  is  a  layer  of  loose 
areolar  tissue  which  connects  the  peritoneum  with  the  walls 
of  the  abdomen.  It  presents  several  characteristics  which 
are  of  practical  importance: 

(a)  It  varies  in  thickness  in  different  regions.  In  the 
lumbar  region  it  is  plentiful  where  it  provides  an  investment 
for  the  kidney  (the  perirenal  fat).  Along  the  linea  alba  it  is 
thin,  binding  the  peritoneum  and  transverealis  fascia  closely 
together. 

(6)  It  descends  along  the  inguinal  canal  and  forms  a  delicate 
investment  for  the  spermatic  cord. 

(c)  It  extends  into  the  femoral  canal,  forming  the  septum 
crural  e. 

(d)  It  connects  those  viscera  which  have  an  incomplete 
peritoneal  investment  with  the  adjacent  abdominal  wall, 
such  as  the  kidneys,  liver,  pancreas,  and  portions  of  the  colon, 
rectum,  and  bladder. 
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(e)  Note  that  between  the  blood-vessels  of  the  above  organs 
and  the  vessels  of  the  adjacent  abdominal  walls  there  is  an 
anastomosis  established  in  the  subperitoneal  tissue,  which 
explains  the  value  of  cupping  and  leeching  in  hepatic  and 
renal  congestion. 

(/)  The  looseness  of  this  tissue  permits  the  peritoneum  to 
be  readily  stripped  up  and  makes  possible  extraperitoneal 
operations  on  the  iliac  vessels,  the  ureter,  etc.  It  also  favors 
the  sprea<l  of  abscess,  which  may  burrow  from  one  end  of  the 
abdomen  to  the  other. 

Arteries  of  the  abdominal  wall  are  derived  from  the 
internal  mammary,  the  epigastric,  the  intercostats,  the  lumbar, 
and  deep  circumflex  iliac  arteries. 


The  deep  epigastric  artery  is  clinically  the  most  important 
arterj-  of  the  alHlominal  wall.  It  arises  fi'om  the  external 
iliac  just  before  this  vessel  passes  under  Poupart's  liKament.  It 
ascends  obUiiucly  inward  ahng  the  inner  margin  of  the  inlemal 
abdominal  rinij.  lyinjj  Iwtween  the  IransvcrHjilis  fascia  and 
the  peritoneum.  It  enters  tiie  sheath  of  the  i-ectus  muscle 
just  l>cknv  the  semilunar  fold  of  Douglu.'w.  imd  ascends  on  the 
po.itcrior  surface  of  the  muscle  to  :il>ove  the  umbilicus, 
where  it  anastomoses  with  branches  from  the  internal  mam- 
mary. 

Note  the  following  points: 

(n)  It«  relation  to  the  internal  abdominal  rimj;  it  passes  along 
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the  lower  and  inner  side  of  the  internal  ring  and  is  closely 
related  to  the  posterior  wall  of  the  inguinal  canal. 

(6)  The  vas  deferens  in  the  male  and  the  round  ligament  in 
the  female  cross  the  artery  as  it  passes  to  the  inner  side  of  the 
internal  ring. 

(c)  It  forms  one  of  the  sides  of  Hesselbach's  triangle y  which 
is  completed  by  the  outer  margin  of  the  rectus  muscle  and 
the  inner  half  of  Poupart's  ligament  (Fig.  171).  Through 
this  triangular  space  a  direct  hernia  protrudes. 

(d)  It  forms  an  anastomosis  with  the  internal  mammary 
artery,  the  only  anastomosis  between  the  vessels  of  the  upper 
and  lower  extremities. 

This  artery  should  l^e  avoided  in  abdominal  incisions.  When 
operating  in  its  vicinity  it  should  l)e  identified  l>efore  opening 
the  peritoneum  and  drawn  to  one  side  or  divided  between 
ligatures.  Unless  such  precautions  \>e  observed  profuse  hemor- 
rhage may  result  and  the  escape  of  blood  into  the  abdominal 
cavity  obscure  the  source  of  the  hemorrhage. 

The  veins  in  the  deeper  layers  follow  the  course  of  the 
arteries.  The  superficial  veins  are  very  numerous,  anasto- 
mosing with  the  thoracic  veins  and  undergoing  considerable 
dilatation  in  the  presence  of  an  obstructed  circulation,  either 
in  the  portal  or  general  venous  systems. 

In  the  radical  cure  of  ascites  arising  from  cirrhosis  of  the 
liver  the  operation  is  designed  to  relieve  the  obstructed  portal 
system  by  suturing  the  omentum  to  the  parietal  peritoneum, 
with  the  hope  of  estal)lishing  adhesions  containing  new  vessels 
through  which  an  accessory  circulation  may  be  established 
between  the  portal  and  general  venous  systems. 

The  Lymphatics. — The  superficial  lymphatics  originating 
above  the  umbilicus  empty  into  the  axillary  ganglia,  those 
from  ])elow  the  umbilicus  into  tlie  ganglia  of  the  groin.  The 
deep  lymphatics  follow  the  course  of  the  principal  blood- 
vessels. In  the  lower  half  thev  are  drained  bv  the  external 
iliac  glands,  above  tliey  are  drained  l)y  the  internal  mammary 
glands. 

The  Nerves. — The  abdominal  wall  is  supplied  by  the  six 
lower  intercostal  nerves  and  two  branches  of  the  lumbar 
plexus,  tlie  iliohypogastric  and  the  ilio-inguinal.  These 
nerves  run  between  the  internal  oblicjue  and  the  transversalis 
to  the  outer  margin  of  the  rectus  muscle;  they  pierce  its  sheath 
and  supply  the  rectus,  terminating  in  the  skin  of  the  anterior 
abdominal    wall.     Thus  these  lurves  supphj  the  inuscles  of  the 
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abdomen  and  the  skin  overlying  the  muscles.  Furthermore, 
these  nerves  are  intimately  connected  with  the  thoracic  sym- 
pathetic ganglia  from  which  the  splanchnic  nerves  are  derived, 
which  go  to  the  great  plexuses  that  supply  the  abdominal 
viscera  and  the  peritoneum  which  covers  them.  Hence,  as 
Hilton  observed,  the  same  nerves  thai  supply  the  peritoneum 
supply  the  abdominal  muscles  and  the  skin  overlying  these  muscles. 

Clinical  Considerations  of  the  Nerve  Supply  of  the 
Abdominal  Wall, — Keeping  in  mind  the  fact  that  the  same 
nerves  supply  the  abdominal  skin,  the  abdominal  muscles, 
and  the  abdominal  viscera,  and  that  six  of  these  nerves  are 
thoracic  in  origin,  note  the  following  practical  points: 

(a)  **The  sensitive  skin  acts  the  part  of  a  sentinel."  At 
the  approach  of  danger  the  abdominal  muscles  rigidly  con- 
tract to  protect  the  underlying  viscera.  A  cold  hand  placed 
upon  the  abdomen  causes  the  muscles  to  contract.  This 
fact  should  be  remembered  when  palpating  the  abdomen. 

(6)  When  the  abdominal  viscera  are  injured  or  peritonitis 
is  present  the  abdominal  muscles  Ijecome  rigid,  the  cutaneous 
nerves  extremely  sensitive,  the  respiration  entirely  thoracic, 
and  thus  nature  attempts  to  put  the  injured  or  inflamed  parts 
completely  at  rest. 

(c)  In  spinal  caries  pressure  on  the  nerve  trunk  produces 
pain  at  the  periphery;  thus  children  xviih  PotVs  disease  fre- 
quently complain  of  pain  in  the  belly. 

(d)  Diaphragmatic  pleurisy  is  often  accompanied  by  symp- 
toms simulating  the  "acute  abdomen"  because  of  the  reflected 
abdominal  pain  and  muscular  rigidity. 

Congenital  Defects  of  the  Abdomen.— Imperfect  develop- 
ment of  the  anterior  al)dominal  wall  mav  result  in  the  absence 
of  a  portion  of  the  wall,  so  that  the  viscera  are  exposed  and 
unprotected;  or  a  lack  of  union  in  the  median  line  may  be 
evidenced  by  a  congenital  hernia,  which  may  vary  from  one 
of  small  size  to  a  protrusion  containing  all  the  movable  viscera. 

Exstrophy  of  the  bladder  is  due  to  an  arrest  of  development 
of  the  lower  part  of  the  abdominal  wall,  resulting  in  an  absence 
of  the  anterior  wall  of  the  bladder,  so  that  the  nuicous  mem- 
brane of  the  posterior  wall  is  thrust  forward  on  a  level  with 
the  skin.  This  defect  is  usuallv  associated  with  absence  of 
the  symphysis  pubis,  with  epispadias  in  the  male  and  a  division 
of  the  clitoris  in  the  female. 

Injuries  of  the  Abdominal  Wall. — Injuries  of  the  abdomen, 

like  injurirs  of  the  head,  are  important,  not  because  of  the  injury 
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to  the  walls  of  the  cavity,  but  because  of  the  injury  to  the  contents 
of  the  cavity.  Thus  contusions  of  the  abdomen  may  be  com- 
plicated by  rupture  of  the  viscera  and  the  latter  may  be  present 
with  no  mark  of  injury  on  the  abdominal  wall. 

No  contusion  of  the  abdomen  is  trivial  until  injury  to  the 
viscera  has  been  excluded. 

Wounds  of  the  abdomen  are  important  or  not  as  they  are 
penetrating  or  nonpenetrating. 

No  wound  of  the  abdomen  is  trivial  until  injury  to  the  viscera 
has  been  excluded. 

Abscesses  of  the  abdominal  wall  may  be  (a)  subcutaneous, 
usually  small  and  circumscribed,  originating  in  a  sebaceous 
gland. 

(6)  Intermuscular.  The  various  muscular  layers  forming 
the  abdominal  wall  are  separated  by  cellular  tissue,  and  infec- 
tion introduced  through  a  wound  may  easily  spread  between 
the  muscular  planes.  Tubercular  abscesses  originating  in 
spinal  caries  may  take  this  course. 

(c)  Subperitoneal,  usually  due  to  inflammatory  conditions 
of  the  abdominal  viscera,  such  as  a  suppurative  appendicitis, 
an  adherent  gall-bladder,  pelvic  cellulitis,  etc.  The  sub- 
peritoneal tissue  is  extremely  lax,  and  consequently  suppuration 
may  extend  over  a  wide  area. 

The  umbilical  region  consists  of  a  central  cicatrix  (the 
umbilicus),  which  marks  the  site  of  the  umbilical  ring  through 
which  the  placental  vessels  pass  in  intra-uterine  life,  and  the 
abdominal  wall  immediately  adjacent  to  the  ring. 

The  umbilical  cicatrix  contains  the  remains  of  the  two 
hypogastric  arteries,  the  umbilical  vein,  the  vitello-intestinal 
duct,  and  the  urachus. 

On  the  peritoneal  surface  may  be  seen  the  four  cord-like 
remains  of  these  structures,  diverging  as  they  leave  the  umbili- 
cus. 

The  umbilical  vein,  forming  the  round  ligament  of  the  liver, 
passes  upward. 

The  urachus  passes  downward  in  the  median  line. 

The  two  hypogastric  arteries  pass  obliquely  downward  toward 
the  sides  of  the  bladder. 

The  obliterated  urachus  and  hypogastric  arteries  pull  the 
umbilical  scar  downward  and  backward  as  the  abdomen 
increases  in  height;  thus  the  upper  part  of  the  ring  is  weakened, 
and  becomes  the  most  frequent  site  of  umbilical  hernia.  Should 
the  urachus  remain  patent  an  umbilical  fistula  results  through 
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which  urine  is  discharged.  If  the  urachus  be  closed  at  its 
two  extremities  while  the  intermediate  portion  remain  patent , 
a  cijsi  of  the  urachus  may  result  which  may  simulate  an  ovarian 
cyst.  Should  the  vitello-intestinal  duct  fail  to  become  oblit- 
erated it  forms  a  process  similar  to  the  appendix,  known  as 
MeckeFs  diveriicvlum,  which  is  attached  to  the  ileum  in  the 
vicinity  of  the  ileocecal  valve,  and  may  give  rise  to  certain 
conditions  of  great  practical  interest  to  the  surgeon.  For 
example: 

(a)  It  may  remain  patent  and  attached  to  the  umbilicus, 
forming  a  fistula  which  discharges  feces  at  the  navel. 

(6)  It  may  l)e  closed,  but  retain  its  connection  ^ith  the 
umlnlicus  and  l)ecome  a  source  of  danger  by  causing  acute 
intestinal  obstruction. 

(c)  Its  distal  extremity  may  l)ecome  adherent  to  a  neigh- 
boring part  and  form  a  loop  through  which  a  coil  of  intestine 
may  become  constricted  (Taylor). 

Umbilical  Hernia. — In  considering  hernial  protrusions 
throu«i;h  the  umbilical  cicatrix,  the  following  primary  facts 
should  be  recalled: 

(a)  Imperfect  development  of  the  abdominal  wall  may 
leave  a  median  gap  which  may  pemst  after  birth. 

(/>)  For  a  short  time  after  birth  the  umbilical  vessels  cor- 
respond to  the  center  of  the  ring,  so  that  hernia  (infantile) 
at  this  time  penetrates  the  center  of  the  cicatrix. 

(c)  Later  on,  the  obliterated  vessels  no  longer  correspond  to 
the  center,  but  to  the  inferior  border  of  the  ring  which  is  drawn 
inward;  the  superior  ])order  being  free.  Hen(*e  adult  umbilical 
hernia  jM'otrudes  through  the  superior  portion  of  the  ring. 

(d)  The  skin  and  peritoneum  are  intimately  adherent  to  the 
circumference  of  the  ring;  in  the  center  the  two  structures  are 
in  contact;  hence,  the  sac  and  skin  are  so  intimately  blended 
tiiat  they  are  practically  inseparable. 

Umbilical  hernia  mav  ))e  divided  into  three  distinct  varieties: 

(1)  Congenital  umhilicnl  hernia,  due  to  imperfect  develop- 
ment of  the  abdominal  wall.  At  birth  a  coil  of  intestine  mav 
work  its  way  anions  the  structures  of  the  cord  and  be  acci- 
dentally cut  when  the  cord  is  divided.  A  Kuspieioushf  bulkif 
cord  .should  suggest  this  possihilitg,  and  never  be  divided  near 
the  abdominal  wall  until  after  the  presence  of  the  gut  has  been 
excluded. 

(2)  Infantile  umbilical  hernia  usually  occurs  a  few  days  or 
weeks  after  birth,  l>efore  the  cicatrix  has  iirmlv  closed  the 
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ring.  This  condition  is  due  to  excessive  coughing,  crying, 
straining  imposed  by  constipation  or  phinnosts.  Its  cure 
consists  in  its  permanent  reduction  by  the  application  of  a 
proper  pad  until  cicatricial  contraction  has  finally  closed 
the  ring. 

(3)  Acquired  umbilical  hernia  occurs  at  some  period  after 
the  umbilical  ring  has  closed.  ObesUy  is  the  ckiej  eliologic 
factor.  The  subperitoneal  fat  gradually  distends  the  superior  or 
weak  portion  of  the  ring  and  the  intestine  subsequently  follows. 
It  most  commonly  follows  in  women  where  the  abdominal 
wall  has  been  stretched  and  weakened  by  pregnancy  or  abdomi- 


nal tumors.  The  layers  of  such  a  liernia  are  purely  theoretic. 
As  a  practical  fact,  the  tissues  become  so  fuse<i  together  that 
they  constitute  a  single  layer;  hence,  it  must  be  kept  in  mind 
that  the  skin  incision  opens  the  sac.  and  due  care  should  be 
cxemseil  to  protect  its  contents. 

The  inguinal  region  (Fig.  1721  is  one  of  intense  interest 
to  the  surgeon  l>ecause  of  the  frequency  of  hernia,  the  nece.s.sity 
for  its  reduction,  and  the  certainty  of  its  radical  cure  by  opera- 
tive measures. 

Furthermore,  the  radical  cure  of  inguinal  hernia  consists 
in  a  readjustment  of  the  parts  composing  the  inguinal  canal; 
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it    is   a   procedure   demanding   mechanical   reconstruction.     Its 
success  depends  upon  exact  anatamic  knouiedge. 

The  inguinal  canal  is  an  oblique  passageway  traversing  the 
abdominal  wall  immetiiately  above  and  parallel  to  the  inner 
half  of  Poupart's  ligament.  Its  inlet  is  the  internal  abdominal 
ring,  situated  opposite  a  point  i  in.  above  the  center  of 
Poupart's  ligament.  Its  outlet  is  the  external  abdominal 
rimjf  just  above  and  to  the  outer  side  of  the  crest  of  the  os 
pubis.  It  transmits  the  spermatic  cord  in  the  male  and  the 
round  ligament  in  the  female.  No  adequate  conception  of  the 
inguinal  canal  is  possible  without  reviewing  the  evolution  of 
the  testicle — its  formation  within  the  alxlomen,  its  descent 
through  the  abdominal  wall,  and  its  final  arrival  in  the  scrotum. 

Recall  the  following  facts: 

(a)  In  the  early  part  of  intra-uterine  life  the  testicle  lies 
in  the  abdominal  cavity  behind  the  peritoneum.  From  this 
position  it  migrates  through  the  abdominal  wall  and  eventu- 
ally reaches  the  scrotum  during  the  ninth  month.  This  funda- 
mental fact  explains  at  once  the  rationale  of  the  inguinal  canal. 

{b)  Observe  that  the  testicle  in  its  passage  through  the 
abdominal  wall  must  deal  with  each  layer  of  the  abdominal 
wall,  and  that  the  resulting  inguinal  canal  which  lodges  the 
spermatic  cord  holds  that  permanent  relation  to  each  layer 
of  the  abdomen  inagurated  by  the  descent  of  the  testes. 

To  make  this  clearer,  take  each  lavcr  of  the  abdomen  from 
within  out  and  observe  what  disposition  is  made  as  the 
testicle  passes  through. 

(1)  The  Peritoneum. — ^The  testicle  is  outside  the  peritoneum, 
it  is  developed  l>ehind  it;  therefore,  it  is  not  pushed  before 
the  testes.  A  tul>e-like  process  of  peritoneum  is  formed, 
the  processus  vaginalisj  which  extends  into  the  inguinal  canal, 
and  the  testicle  descends  alongside  the  processus  vaginalis 
into  the  scrotum.  Subsequently  the  portion  of  the  processus 
vaginalis  in  relation  with  the  testicle  becomes  the  tunica 
vaginalis  of  the  testicle,  its  upper  opening  is  closed,  and  the 
intermediate  portion  atrophies.  In  the  female  this  tubular 
process  of  peritoneum  is  prolonged  for  a  short  distance  into 
the  inguinal  canal,  forming  the  canal  of  Xuck. 

(2)  The  Transrersalis  Fascia, — ^The  testicle  and  cord  pass 
through  this  fascia,  forming  the  internal  abdorniyial  ring  (the 
inlet  of  the  inguinal  canal)  which  lies  opposite  a  point  i  in. 
iibove  the  center  of  Poupart's  ligament.  This  ring  and  the 
cord  transmitted  is  covered  by  a  funnel-shaped  prolongation 
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of    the    transversalis    fascia    known  as   the   infundibvliform 
fascia. 

(3)  The  Internal  Oblique. — ^The  testicle  and  cord  pass  beneath 
the  arching  fibers  of  the  internal  oblique  muscle,  and  the  cord 
at  this  point  is  surrounded  by  the  cremasteric  fascia. 

(4)  The  External  Oblique. — ^The  testicle  and  cord  jhiss 
through  the  aponeurosis,  forming  the  external  abdominal  ring 
(the  outlet  of  the  inguinal  canal) — a  triangular  gap  situated 
just  above  and  to  the  outer  side  of  the  os  pubis.  The  diverging 
fibers  of  the  aponeurosis  form  its  internal  and  external  pillars. 
The  intercolumnar  fascia  is  attached  to  the  margins  of  the 
pillars  and  closes  the  external  abdominal  ring. 

With  the  descent  of  the  testicle 
into  the  scrotum  there  was  carried 
with  it  the  spermatic  vessels  and 
vas  deferens,  which  form  the  sper- 
matic cord  occupying  the  inguinal 
canal.  In  addition  the  inguinal 
canal  transmits  the  ilio-inguinal 
nerve  J  w^hich  lies  in  front  of  the 
cord,  and  the  genital  branch  of  the 
genitocrural  nerve,  lying  behind  the 
cord. 

The  formation  of  the  inguinal 
canal  being  well  understood,  ob- 
serve now  its  relations: 

In  fronty  the  aponeurosis  of  the 
external  oblique  and  in  addition 
the  internal  oblique  in  its  outer 
third. 

Behind,  the  conjoined  tendon  and  the  transversalis  fascia. 

Above,  the  arched  fibers  of  the  internal  oblique. 

Below,  the  groove  formed  by  the  union  of  the  transversalis 
fascia  with  Poupart^s  ligament. 

The  relation  of  the  deep  epi^jastric  vessels  is  a  matter  of  great 
importance  to  the  surgeon.  They  traverse  the  subperitoneal 
tissue  between  the  transversalis  fascia  and  the  peritoneum, 
passing  behind  the  canal,  immediately  internal  to  the  internal 
abdominal  ring  (Fig.   173). 

The  intimate  relation  of  these  vessels  to  a  hernia  traversing 
the  internal  ring  is  obvious. 

The  Peritoneal  Fossae. — When  the  anterior  abdominal 
wall  is  viewed  from  within  it  will  be  observed  that  there  are 


Fig.  173. — Relations  of  the 
Deep  Epioautric  Artery  to 
THE  Abdominal  Rings. 

.4,  Deep  epif^tric  arter>';  B, 

Poupart'8     Ugameot;     E,     rectus 
mu»cle. 


external  rini 


internal  ring:  D, 
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certain  depressions  or  fossfe  which  are  bounded  by  well-marked  1 
riilges  or  folds  of  peritoneum;  one  of  these  folds  descends  in  a  [ 
vertical  line  from  the  umbilicus  to  the  symphysis  and  represents 
the  obliterated  uracbus.     A  second  corresponds  to  the  course  ' 
of  the  deep  epigastric  artery,  and  a  third  between  these  two 
represents  the  obliterated  hypogastric  arteries.     Two  promi- 
nent fosasc  are  observed  between  these  folds.     One  extern^ 
to  the  deep  epigastric  arterj-  and  liehind  the  internal  ring, 
through  which  an  oblique  inguinal  hernia  makes  its  exit.     The  ' 


-second   fossa  is  internal   to   the  deep  epigastric  artery  and 
Ijehind  the  external  ring;  through  this  fossa  a  direct  inguin&l   , 
hernia  makes  its  exit  (Fig.  174). 

Inguinal  Hernia, — From  the  foregoing  de.scription  it  will 
be  readily  understood  that  the  inguinal  canal  not  only  weakens 
the  abdominal  wall,  but  provides  a  pathway  along  which  a 
hemiid  protrusion  may  readily  travel. 
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How  does  the  hernia  begin?  Any  excessive  intra-abdominal 
pressure,  as  from  coughing  or  lifting  a  weight,  or  straining 
at  stool,  in  conjunction  with  relaxed  abdominal  walls,  may 
cause  the  peritoneum  to  become  imtented  at  some  weak  point, 
as,  for  example,  the  peritoneum  back  of  the  internal  ring.  As 
the  pressure  continues  the  peritoneum  is  pushed  like  the 
finger  of  a  glove  through  the  interna]  ring  and  along  the  inguinal 
canal,  the  intestine  or  omentum  filling;  the  peritoneal  pro- 
tnision.  This  process  may  continue  until  the  hernia  traverses 
the  entire  canal  and  finally  exits  through  the  external  ring 
and  into  the  scrotum.  This,  in  general,  is  the  progress  of  a 
hernia  through  the  inguinal  canal,  and  in  its  essential  features 
is  typical  of  all  varieties. 


Observe  that  the  herniated  bowel  is  always  contained  in  a 
"sac,"  which  is  formed  of  the  peritoneum  which  the  gut 
pushes  before  it  in  its  descent. 

In  a  congenital  hernia,  however,  the  sac  already  exists  in 
the  form  of  an  unobliterated  vaginal  process  communicating 
with  the  peritoneal  cavity. 

Varieties  of  Inguinal  Hernia. — Inguinal  hernia  may  be 
divided  into  two  classes: 

(I)  Oblique  hernia  passes  through  the  internal  abdominal 
ring  and  traverses  the  inguinal  canal.  It  is  external  to  the 
deep  epigastric  artery. 

Oblique  hernia  is  incomplete  when  it  does  not  pass  beyond 
the  inguinal  canal,  and  the  term  bubonocele  is  then  applied. 
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localise  of  the  swelling  at  the  usual  site  of  a  bulKi.  It  is  com- 
plclc  when  it  passes  through  the  inguinal  canal  and  external 
ring- 
Oblique  hernia  may  lie  confrenital  or  acquired. 
Congenital  inguinal  hernia  does  not  imply  that  the  hernia 
exists  from  birth,  it  may  occur  at  any  period.  It  refers 
to  a  congenitai  anatomic  pecutiaritii,  viz.,  an  unoblttcrated 
fagituU  process  communicating  with  the  peritoneal  cavity, 
into  which  a  heniia  may  descend  at  any  moment.  It  is  fre- 
quently associated  with  undescended  testicle. 

Recall  the  anatomy  of  the  vaginal  process  (page  348)  and 
nolc  the  varieties  of  congenital  hernia  which  may  occur. 
Take  as  the  wtijndard  of  comparison  a  common  scrotal  hernia, 

jis  yhown  in  Fijr.  175,  and  observe 

the  points  of  difference  in — 

((()  CrmgcnUal  Hernia. — ^The  va|j- 
niil  process  remains  patent  through- 
out and  communicates  directly 
wiili  the  peritoneal  cavity.  The 
vaginal  process  constitutes  the  sac 
iiiK)  which  the  gut  descends  and 
the  gut  lies  in  contact  with  the 
testicle  (Fig.  176). 

(b)  Infanlile  Hernia. — The  upper 

end  of  the  vaginal  process  is  closed, 

the   rest   remains  open.     A  hernia 

with   its    peritoneal    sac   descends 

A^Herniai  >ac;  Briuniea  vBni..niia.     behind  the  vagin&l  process;  hence, 

there  are  three  peritoneal  eoverings 

to  this  hei'nia,  two  of  the  vaginal  process  and  one  of  the  sac 

(Fig.  177). 

(c)  Bnci/Med  Hernia. — The  upj)er  end  of  the  vaginal  process 
is  closed  by  a  septum,  the  rest  remains  open.  The  gut  pushes 
against  the  membrane  of  the  septum,  and  gradually  a  sac  is 
formed  from  the  septum,  which  descends  into  the  cavity  of  the 
vaginal  process  and  forms  a  sac  within  a  sac.  Hence  this 
hernia  is  covered  by  two  peritoneal  layers — the  invaginated 
septum  and  the  vaginal  process  (Fig.  1781. 

(d)  Funicviar  Hernia. — The  vaginal  process  is  open  almve, 
but  clo3e<l  near  the  testicle.  A  hernia  entering  this  funnel- 
shajJed  pouch  occupies  the  upper  portion  of  the  vaginal  process, 
which  also  forms  its  sac  (Fig.   1791. 

Acquired  ohli'/ue  iniiuinal  kemia  is  the  most  frequent  variety 
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of  inguinal  hernia,  and  usually  occurs  (luring  adult  life  (Fig. 
180).     It  develops  slowly  and  jollou-s  the  coume  of  Ike  inguinal 


canal;  hence  it  passes  throuEh  (Uffcrpnt  stapes  in  its  \ 
toward  the  scrotum.     When   confined  In  the  inguinal  canal 


it   is  an   incomplete  hernia.     As  it  emerges  from  the  external 
ring  it  forms  a  swelling  just  above  the  spine  of  the  pubis  termed 
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bubonocele;  after  it  has  descended  into  the  scrotum  it  is  a 
complete  or  scrotal  hernia. 

(2)  Direct  inguinal  hernia  passes  directly  through  the 
abdominal  wall  and  emerges  at  the  external  abdominal  ring. 
It  passes  to  the  inner  side  of  the  deep  epigastric  artery  and 
through  Ha^sellmch^s  trianglcy  a  space  bounded  below  by 
Poupart's  ligament,  internally  by  the  outer  edge  of  the  rectus 
muscle,  and  externally  by  the  deep  epigastric  artery  (see  Fig. 
171). 

Notwithstanding  the  straight  and  short  course  of  this  hernia 
it  is  less  common  than  oblique  inguinal  hernia,  possibly  due  to 
the  additional  strength  contributed  by  the  conjoined  tendon 
lying  behind  the  external  ring.  It  is  always  an  acquired 
hernia,  never  congenital. 

The  coverings  of  inguinal  hernia  are  valuable  only  as  an 
academic  anatomic  exercise.  They  are  of  no  practical  interest 
to  the  surgeon,  and  their  recognition  is  neither  necessary  nor 
possible. 

In  oblique  hernia  it  is  only  necessary'  to  recall  the  structures 
of  the  inguinal  canal  to  enumerate  the  coverings.  They  are, 
from  within  out: 

1.  Poritoncum Forming  the  sac. 

2.  Siibperitonoiil  fascia. 

3.  lufiindibiilifonn  fa: cia Covering  the  internal  ring. 

4.  Cremasteric  fascia Covering  arched  fibers  of  the 

int<>mal  oblique. 

5.  Intercohimnar  fascia Covering  the  external  ring. 

6.  Superficial  fascia. 

7.  Skin. 

In  direct  hernia  they  are,  from  within  out: 

1.  Peritoneum Forming  the  sac. 

2.  Su!)peritoncal  fascia. 
'^.  Transvcrsalis  fascia. 

4.  (  cmjoincd  tendon. 

5.  Intercohmmar  fascia Covering  the  external  ring. 

G.  Superficial  fascia. 

7.  Skm. 

Reduction  of  hernia  by  taxis  consists  in  manipulating  the 
hernial  mass  in  such  a  manner  as  to  return  its  contents  to  the 
abdominal  cavitv. 

Essentials  to  Successful  Reduction. — (a)  Complete  relaxation 
of  the  muscles  and  aponeurosis  of  the  abdominal  wall.  This 
is  best  obtained  by  laying  the  patient  upon  the  back  with  the 
head  and  shoulders  raised,  the  thigh  of  the  affected  side  l)eing 
flexed  and  adducted. 
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(6)  Elevate  the  hips  in  order  that  the  force  of  gravity  may 
assist  in  the  reduction. 

Remember  that  the  external  abdominal  ring  is  like  a  button- 
hole; contraction  of  the  external  oblique  muscle  or  tension  of  its 
aponeurosis  approximates  its  edges;  relaxation  of  the  muscles 
on  the  other  hand  gives  the  ring  its  greatest  width.  Exten- 
sion and  abduction  of  the  thigh  close  the  ring;  flexion  and 
adduction  open  it.  The  patient  having  been  placed  in  the 
most  favorable  position,  gentle  pressure  is  made  upon  the  mass. 
In  oblique  hernia  press  in  the  direction  of  the  inguinal  canal; 
in  direct  hernia  press  directly  backward.  The  final  reduction 
of  the  protrusion  is  usually  accompanied  by  a  gurgling  sound. 

Herniotomy  is  performed  for  the  relief  of  strangulation  or 
for  obtaining  a  radical  cure. 

In  strangulated  hernia  the  essential  feature  is  the  relief  of  the 
constriction;  after  this  is  accomplished  it  may  be  possible  to 
effect  a  radical  cure. 

Where  is  the  seat  of  stricture?  In  an  oblique  hernia  it  may 
be  either  at  the  external  or  internal  abdominal  ring  or  in  the 
neck  of  the  sac.  In  direct  hernia  it  is  usually  at  the  external 
abdominal  ring. 

In  what  direction  should  the  constriction  be  divided?  The 
point  here  is  how  to  avoid  wounding  the  deep  epigastric 
artery. 

Recall  the  relationship  of  the  two  forms  of  hernia  to  the 
deep  epigastric  artery.  Oblique  hernia  is  external,  direct 
hernia  is  internal  to  this  artery.  It  is  obvious  that  there  are 
two  distinct  relationships  established  by  the  two  forms  of 
inguinal  hernia. 

Is  it  necessary^  therefore,  to  distinguish  between  the  two  forms 
of  hernia  before  incising  the  constriction? 

It  is  neither  necessary  nor  possible. 

//  i.s  not  possibley  because  in  hernia  of  long  standing  the 
constant  traction  tends  to  approximate  the  abdominal  rings 
until  the  canal  looses  its  obliquity  and  leads  directly  backward 
into  the  abdominal  cavity.  In  this  process  the  deep  epigastric 
must  also  be  deflected  from  its  normal  course. 

//  /.s  not  necessari/.  because  there  is  just  one  direction  in  which 
to  incise  the  constriction  applicable  to  both  forms  of  inguinal 
hernia:  Make  the  inci.sion  parallel  to  the  deep  epigastric  arterij; 
i.  e.,  oblique  upward  and  inward. 

In  relieving  the  constriction  a  few  smalt  nicks  is  all  that  is 
necessary;  further  dilatation  may  be  done  with  the  finger. 
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The  radical  cure  of  inguinal  hernia  is  an  operation  which 
involves  mechanical  reconstruction  of  the  inguinal  canal. 
Its  aim  is  to  obliterate  the  old  canal,  to  construct  a  new  track 
for  the  cord,  and  to  reduce  the  rings  to  a  size  just  sufficient 
for  the  transmission  of  the  cord.  Its  success  depends  up>on 
accurate  anatomic  knowleilge,  exact  coaptation  of  the  parts, 
and  complete  asepsis.  The  operation  which  most  satisfactorily 
meets  the  anatomic  requirements  is  that  devi.sed  by  Bassini. 

The  Anatomi/:  Features  of  Bassini  s  Operation, — (a)  After  the 
skin  incision  in  the  direction  of  the  inguinal  canal  has  exposed 
the  aponeurosis  of  the  external  oblique  muscle  and  the  external 
ring.  The  ajmneurosis  of  the  external  oblique  is  dii^ided,  begin- 
nin(j  at  the  external  ring  and  extending  to  the  level  of  the  internal 
ring. 

(b)  Isolation  of  the  hernial  sac  from  the  sjyermatic  cord  up 
to  its  point  of  exit  from  the  intei'nal  ring.  The  elements  of  the 
cord  are  usually  spread  over  the  posterior  and  lateral  aspects 
of  tlie  sac. 

(c)  After  reduction  of  its  contents,  ligature  and  excision  of 
the  sae  close  to  the  internal  ring. 

(d)  Obliteration  of  th(»  old  canal  l)y  suturing  the  lower  margin 
of  the  internal  oblique  muscle  to  the  shelving  edge  of  PouparVs 
ligament  while  the  spermatic  cord  is  held  out  of  the  wound. 

(f)  Construction  of  a  new  track  by  placing  the  cord  upon 
the  newly-constructed  floor  and  suturing  over  it  the  incised 
ajtoneurosis  of  the  external  oblique,  leaving  an  external  ring 
sulficiont  to  transmit  the  spermatic  cord  without  constriction. 
The  operation  is  completed  by  suturing  the  skin  incision. 

Inguinal  hernia  in  the  female  is  rather  rare,  since  the  inguinal 
canal  in  tiie  female  transmits  a  comparatively  small  structure, 
the  round  ligament. 

The  vaginal  ])rocess  of  the  male  corresponds  to  the  canal  of 
Nuek  in  the  f(Mnale.  Congenital  inguinal  hernia  in  the  female, 
therefore,  descends  in  the  canal  of  Xuck. 

The  round  ligament  has  the  same  relation  to  the  hernial 
sac  as  the  spermatic  cord  in  the  male. 

Scrotal  hernia  in  the  male  corresponds  to  labial  hernia  in 
the  female.  The  coverings  of  the  sac  are  the  same  as  in  the 
male,  with  the  exception  of  the  cremasteric  fascia,  which  is 
absent. 

The  inguinofemoral  region,  or  the  region  of  the  crural 
canal,  is  one  of  practical  interest  to  the  surgeon,  principally 
because  it  is  the  site  of  femoral  hernia. 
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To  understand  the  mechanism  of  femoral  hernia,  it  is  neces- 
sary to  recall  the  formation  of  Poupart's  ligament  and  the 
structures  that  pass  beneath  it  in  their  transit  from  the  abdo- 
men to  the  thigh. 

(a)  Formation  of  the  Crural  Arch.— The  extension  of 
Poupart's  hgament  from  the  anterior  superior  iliac  spine  to  the 
spine  of  the  os  pubis  over  the  bony  concavity  beneath  forms 
the  crural  arch  (Fig.  181),  but  further  than  this,  at  the  pubic 
spine,  the  aponeurosis  of  the  external  oblique  is  continued  on 
along  the  iliopectineal  line  for  J  in.,  forming  Gimbernat's  liga- 
ment.    Note  that  it  is  a  triangular  ligament  which  fills  in  and 


rounds  off  the  inner  angle  of  the  crural  arch  by  its  concave 
outer  margin  (Fig.  182). 

lb)  The  Structures  Beneath  the  Crural  Arch.— The 
crural  arch  is  the  line  of  demarcation  Iwtween  the  abdomen 
and  the  thigh.  Beneath  the  arch  certain  structures  pass 
from  the  abdomen  to  the  thigh. 

Note  that  immediately  under  the  outer  half  of  the  crural 
arch  the  structures  are:  the  iliopiioas  muscle,  with  the  exlemai 
cvfaneous  nerre  at  its  outer  bonier,  and  the  anierior  crural 
nerre  at  its  inner  border. 

The  structures  immediately  under  the  inner  half  are  the 
cnira!  branch  of  the  genitocrural  nerve,  the   femoral  arterj', 
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fcnioi'iil  \'ein,  jinil  !i  NjMrc 
arcoinr  tixgur.     Tliis  laltnr  ,- 


pied  b'l  a  jne  li/mphatUs  and 
is  the  jemoraf  riny  (Fig.   1S3). 


■)  The    Femoral   Sheath.^-^Tho    fpiin.ial    vosscls   as   they 
i  lieiicjilh  iho  iTiinil  iirch  are  fncldseil  in  ;i  fiiimel-shai>etl 
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membranous  sheath  formed  by  a  prolongation  of  the  trans- 
versalis  fascia  in  front  and  of  the  iliac  fascia  behind,  which 
passes  down  to  join  the  pubic  portion  of  the  fascia  lata,  and 
ends  opposite  the  saphenous  opening. 

The  femoral  sheath  is  divided  into  three  compartments  by 
anteroposterior  fibrous  septa;  the  outer  is  occupied  by  the 
femoral  artery,  the  middle  by  the  femoral  vein;  the  inner  is 
the  crural  canal  (see  Fig.  18*3). 

(d)  The  crural  canal  is  the  narrow  interval  between  the 
femoral  vein  and  the  inner  wall  of  the  femoral  sheath,  or 
it  is  the  narrow  compartment  of  the  femoral  sheath,  about  \  in. 
in  length,  extending  from  the  femoral  ring  to  the  margin  of 
the  saphenous  opening.  Unlike  the  inguinal  canal,  it  is  a 
potential  canal,  and  exists  only  when  a  hernial  protrusion  has 
dissected  it  from  the  vein. 

Its  inlet  is  the  femoral  ring  do.sed  by  subperitoneal  connective 
tissue — the  septum  crurale;  its  outlet,  the  saphenous  opening, 
closed  bv  cribriform  fascia;  its  direction  is  curved dow^n ward 
and  forward  (giving  the  peculiar  course  to  a  femoral  hernia, 
forward  and  upward). 

Note  here  the  relations  of  the  femoral  ring:  In  front  Pou- 
part's  ligament,  behind  the  pubic  bone,  the  pectineus,  and 
the  pubic  portion  of  the  fascia  lata,  internally  by  the  sharp 
concave  margin  of  Gimbernat's  ligament,  externally  by  the 
femoral  vein. 

Especially  observe  the  unyielding  character  of  the  structures 
surrounding  the  ring;  it  has  an  important  bearing  upon  the 
subject  of  femoral  hernia. 

Femoral  Hernia. — If  the  preceding  facts  have  been 
clearlv  understood  it  is  obvious  that  a  femoral  hernia  leaves 
the  abdomen  through  the  femoral  ring — the  point  of  least 
resistance  beneath  the  crural  arch — and  pushes  ahead  of  it  a 
pouch  of  peritoneum  which  forms  the  hernial  sac.  After 
passing  through  the  femoral  ring  it  traverses  the  crural  canal 
and,  if  complete,  makes  its  exit  through  the  saphenous  open- 
ing. 

Femoral  hernia  is  alicai/s  acquired;  it  is  never  congenital. 

In  the  presence  of  a  complete  femoral  hernia,  the  crural 
<-anal  presents  a  very  decided  curve  downward,  forward, 
and  upward.  Hence,  after  the  protrusion  escapes  from  the 
saphenous  opening,  it  rolls  upward  over  PouparVs  ligament  in 
the  direction  of  the  anterior  superior  spine.  Therefore,  in  a 
.superficial    examination,    the    cutaneous    appearance    of    an 
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• 
inguinal  and  femoral  hernia  may  be  very  similar  and  difficult 
to  differentiate. 

Rule. — Find  the  pubic  spine.  The  neck  of  a  femoral  hernia 
alicaifs  lies  external  to  the  piibic  spine. 

It  occurs  more  frequently  in  women  than  in  men,  probably 
due  to  the  greater  width  of  the  pelvis,  which  implies  a  larger 
femoral  ring.  Pregnancy  is  also  a  predisposing  factor  in 
femoral  hernia,  due  to  the  overstretching  of  the  structures 
composing  the  abdominal  walls. 

The  coverings  of  femoral  hernial  while  of  no  great  practical 
importance,  are  easily  appreciated  by  recalling  the  fact  that 
the  femoral  ring  is  covered  by  the  septum  crurale,  the  saphenous 
opening  by  the  cribriform  fascia.  Now  follow  the  course  of 
the  hernia  from  within  out,  and  observe  that  the  coverings 
acquired  are  in  order: 

((/)  Pcritoncuiii Tlie  sac. 

(6)  Septum  cniralc Covering  of  femoral  ring. 

(r)  Crural  sheath Anterior  wall  of  crural  sheath. 

(d)  Cribriform  faseia Covering  of  saphenous  opening. 

(p)  Sui^erficial  fascia. 

(/)  Skin. 

The  Use  of  Taxis  in  Femoral  Hernia. — If  the  hernia  is 
recent  and  soft,  taxi.s  niiiy  l)e  used  with  a  fair  assurance  of 
success.  If  tlie  hernia  is  of  long  standing  and  tense,  taxis  is 
useless  and  contra-indicated.  Rememi)er  the  unyielding  char- 
acter of  the  structures  surrounding  the  femoral  ring.  It 
explains  why  taxis  is  of  less  value  in  femoral  than  inguinal 
hernia,  and  why  strangulation  is  more  frequent. 

Esftcntials  to  Surccfisful  7'rt.r/.s. — Po.^ition  must  \ye  such  as  will 
completely  relax  the  structures  about  the  femoral  ring.  Hence, 
jlcr  and  rotate  the  thiffh  inward. 

Direction:  In  applying  taxis  recall  the  direction  of  the  crural 
canal — it  is  curved  (lownward  and  forward — hence  taxis  should 
l>e  a])plied  in  the  reverse  direction,  backward  and  upward,  to 
accomplisli  reduct  ion . 

Herniotomy  for  Strangulation. — ^Thc  essential  feature 
for  this  operation  is  tlie  relief  of  tlie  constriction. 

Where  is  the  scat  of  stricture?  (tinih('rnat\^  Vujament  with  its 
.^harp  (d(/e  at  the  inner  side  of  the  femoral  rin(/  is  usually  the 
site  of  constriction. 

In  what  direction  should  the  constriction  he  diridcd?  The 
important  structure  liere  to  remember  is  the  femoral  vein, 
Ivinir  to  tlie  outer  side  of  tlie  femoral  riii»j:;  therefore,  incise 
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the  constriction  inward.  The  incision  is  to  consist  of  &  few 
small  nicks  in  the  sharp  edge  of  Gimbemat's  ligament;  further 
dilatation  may  be  done  willi  the  finger. 

What  is  to  be  done  in  the  presence  of  an  anomalous  obtwalor 
arterij  passing  along  the  inner  border  oj  the  jemoral  ring?  (Fig. 
184).  The  recognition  oj  an  anomalous  obturator  arter\f  is  neiiker 
possible  nor  necessary,  and  its  importance  has  been  much  exag- 
gerated. 

/(  is  not  possible,  because  the  anomalous  obturator  artery  is 
situated   on   the   posterior  surface  of  Gimbemat's  ligament. 

/(  IS  not  necessarij  ij  the  operator  strictli/  and  inrariafdi/ 
adheres  to  the  rule  oj  making  a  jew  small  nicks  in  the  edge  oj 


(limbernal's  ligament  and  then  dilating  further  with  the  finger. 
This  procedure  subjects  an  anomalous  obturator  artery  to 
the  minimum  simount  of  danjrer. 

Herniotomy  for  the  radical  cure  of  femoral  hernia  involves 
(ol  oblileralion  oj  the  hernial  sue.  After  the  sac  has  been 
isolated  and  its  contents  reduced  it  is  ligated  do.se  to  the 
femoral  ring  and  exnsetl. 

(b)  Closure  oj  the  jemoral  rinij  is  difficult  liecause  of  the 
unyielding  character  of  the  surrounding  structures.  The 
simplest  procedure  is  to  suture  the  inner  end  of  Poupart's 
lipiment  to  the  pectineal  fascia  behind.  As  a  matter  of 
experience,  if  the  hernial  sac  be  obliterated  any  of  the  various 
methods  for  closing  the  femoral  ring  will  result  in  a  radical  cure. 


362  THE  ABDOMEN  AKD  PELVIS 

Mechanical  reconstruction  of  the  canal  plays  no  part  here  as  in 
inguinal  hernia. 

The  posterior  abdominal  wall  is  formed  by  the  iliac  fossse, 
the  lower  vertebra?,  and  the  lumbar  muscles,  which  fill  the  space 
between  the  iliac  crest  and  the  last  rib. 

The  iliac  fossae  are  lx)unded  by  the  crest  of  the  ilium, 
the  pelvic  outlet,  and  Poupart's  ligament.  The  right  fossa 
lodges  the  cecum  and  appendix,  the  left  the  sigmoid  flexure. 
They  are  lined  with  peritoneum,  which  is  continuous  ^^•ith 
that  of  the  anterior  abdominal  wall.  Beneath  the  peritoneum 
is  the  loose  ^'iubjHritoncal  connective  tissue  which  is  continuous 
with  that  of  the  anterior  abdominal  wall.  The  looseness  and 
low  vital  resistance  of  this  tissue  favors  the  spread  of  abscess, 
which  very  frequently  originates  on  the  right  side  in  the 
appendix  or  may  spread  from  contiguous  structures,  as  seen 
in  pelvic  cellulitis. 

The  arrangement  of  this  layer  explains  the  course  which 
pus  in  the  iliac  fossa  may  take: 

(a)  It  may  find  its  way  and  present  upon  the  anterior 
abdominal  wall. 

iff)  It  may  diffuse  along  the  sheaths  of  the  vessels,  and 
leave  the  pelvis  l)y  tlie  femoral  ring  and  present  on  the  internal 
surface  of  the  root  of  the  thigli. 

Structures  traversing  the  subperitoneal  layer  are  the 
external  iliac  artery  and  vein,  the  ovarian  or  spermatic  vessels, 
the  ureter,  and  the  vas  deferens.  The  looseness  of  this  layer 
permits  the  peritoneum  to  be  stripped  up,  and  makes  possible 
extraperitoneal  operations  upon  these  structures. 

The  iliac  fascia  is  a  strong  aponeurosis  which  covers  the 
posterior  portion  of  the  alxlominal  cavity  and  converts  the 
iliac  fossa  into  an  osteofibrous  space  for  the  lodgment  of  the 
iliopsoas  muscle.  Its  boundary  is  practically  the  boundary 
of  this  nuiscle.  It  is  attached  above  to  the  internal  arcuate 
ligament,  internally  to  the  vertebral  column  and  brim  of  the 
pelvis,  below  to  the  iliac  crest  and  the  outer  half  of  Poupart's 
ligament.  Immediately  to  the  outer  side  of  the  femoral 
vessels  the  iliac  fascia  dips  down  behind  them  to  form  the 
posterior  wall  of  the  femoral  sheath.  It  follows  the  iliopsoas 
muscle  as  far  as  its  insertion,  where  it  becomes  continuous 
with  the  iliac  portion  of  the  fascia  lata.  Hehind  the  iliac 
fascia  is  a  laver  of  loose  connective  tissue  which  favors  the 
spread  of  abscess,  and  the  anterior  crural  and  crtrrtial  cutaneous 
7ierv('s  lying  just   beneath  Poupart's  ligament,  the  former  at 
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a  point  opposite  the  center,  the  latter  beneath  the  outer  end 
of  Poupart^s  ligament. 

The  psoas  and  iliacus  muscles  fill  the  osteofibrous  space 
formed  by  the  iliac  fascia.  Above  they  are  distinct,  the  psoas 
arising  from  the  bodies  and  transverse  processes  of  the  last 
dorsal  and  lumbar  vertebrae  and  the  intervening  disks;  the 
iliaxnis,  a  fan-shaped  muscle,  arises  from  the  iliac  fossa,  the 
cresst  of  the  ilium,  the  iliolumbar  ligament,  base  of  sacrum, 
and  anterior  superior  iliac  spine;  below,  a  few  fibers  come 
from  the  anterior  inferior  spine  and  the  notch  between.  The 
fibers  converge  to  be  inserted  into  the  outer  side  of  the  ten- 
don of  the  psoas,  some  of  them  being  attached  to  the  shaft  of 
the  femur  below  the  lesser  trochanter,  its  outermost  fibers 
being  inserted  into  the  hip-joint  (iliocapsularis  muscle).  The 
tendon  of  the  psoas  passes  beneath  the  crural  arch,  glides  over 
the  capsule  of  the  hip,  from  whicli  it  is  separated  by  a  large 
bursa  and  is  inserted  into  the  lesser  trochanter.  Thus  the 
action  of  these  two  muscles  is  similar,  and  thev  are  often  called 
the  iiiopsoas. 

The  combined  action  of  these  muscles  from  above  is  to 
flex  the  thigh  on  the  pelvis;  acting  from  below  they  assist  in 
raising  the  body  from  the  recumbent  position.  They  also 
assist  in  maintaining  the  erect  position. 

The  psoas  muscle  contains  within  its  substance  the  lumbar 
plexus;  the  obturator  nerve  lies  along  its  inner  border;  the 
anterior  crural  lies  between  it  and  the  iliacus. 

Psoitis  is  an  inflammation  of  the  psoas  muscle,  to  which  it  is 
specially  prone.  Patients  suffering  from  psoitis  assume  a 
peculiar  and  characteristic  attitude — the  limb  is  flexed,  ab- 
ducted and  rotated  outward,  and  any  movement  aiming  at 
correction  of  this  position  is  extremely  painful. 

Psoas  abscess  is  an  abscess  within  the  sheath  of  the  psoas 
muscle,  usually  due  to  tubercular  disease  of  the  spine  (Potfs 
disease).  In  caries  of  the  lumbar  vertebrae  the  infection  is 
transmitted  directly  to  the  sheath  of  the  psoas;  in  caries  of  the 
dorsal  vertebra*  the  infection  travels  down  in  front  of  the 
l)odies  of  the  vertebrae,  and  passing  beneath  the  internal 
arcuate  ligament  gnters  the  sheath  of  this  muscle. 

When  pus  has  formed  within  the  osteo-aponeurotic  sheath 
it  descends  to  the  iliac  fossa,  and  thence  by  a  narrow  opening 
it  passes  beneath  Poupart's  ligament  and  reaches  the  thigh 
just  below  the  groin,  to  the  outer  side  of  the  femoral  vessels 
(Fig.  185). 
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Tuiieretdar  abscess  of  the  spine  does  not,  however,  always 
follow  the  course  of  the  psous  muscle.  It  may  pass  behind  the 
psoiis  und,  traveling  backward,  point  in  the  lumbar  region  (lum- 
l)ur  abscess).  It  may  descend  into  the  peh'is  and  pass  through 
the  great  sacroscialic  foramen  and  point  on  the  back  of  the 
thigh  (Fig.  185).  It  may  pass  along  the  inguinal  canal  and 
reach  the  scrotum. 

The  lumbar  region  is  t^ituated  on  each  side  of  the  vertebra) 
rnlunm.  in  the  interval  between  the  last  rib  and  the  crest  of 
the  ihuai. 


r>[  tiic  psoni-  niuBtle  anil  pointing  bchnr  Ih*  Itnnn: 
Knvnwcialii;  fnmmcii  UTiil  yoinlini  on  (he  buk  of 


The  luml):ir  vertebra?  normally  form  a  slight  concavity 
Ix-hiriil.  In  hip-joint  disrase,  when  the  joint  is  flexed  ami 
tixeil.  iiiiy  effort  to  extpnil  the  thigh  will  iiuirkeilly  increase 
this  concavity  imd  produce  lordoaix-  This  is  due  to  an  attempt 
In  componsiiic  for  the  fixed  flexion  by  tilling  the  pelvis,  and 
lient-o  it  is  ;i  raluahlf  diagnwiic  siijn  of  hip  diiniKe. 

Ltmibar  puncture  is  practisctl  for  the  purpose  of  withdraw- 
iuK  cprehrn,>ipinul  Huid  or  for  proilucing  spinal  amsthesia  by 
the  injection  of  cocain. 
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Anatomic   Points. — The   point   selected    is    the    interspace 

lietween  the  third  and  fourth  lumbar  vertebra;  the  spin^ 
cord  terminates  at  the  top  of  the  second  lumbar  vertebfiP,  and 
l>elow  this  point  are  the  nerves  forming  the  cauda  equina. 

To  find  the  proper  interspace,  draw  a  line  connecting  the 
highest  points  of  the  iliac  crests;  it  passes  through  the  spine 
of  tlie  fourth  lumbar  vertebrie  (see  Fig.  186).  Insert  the 
needle  into  the  first  interspace  above  the  horizontal  line,  a 
little  to  the  side  of  the  median  line,  and  point  it  slightly  upward 
and  inward.  When  the  subarachnoid  space  i.s  reached  the 
cerebrospinal  fiui<l  will  l>egin  to  flow  frtim  the  needle. 


The  Muscles. — Superficially  the  lumbar  repion  is  coveral 
by  the  latissimus  dorsi  and  externa!  oblique  muscles,  both  of 
which  are  attached  to  the  outer  lip  of  the  crest  of  the  ilium. 
While  these  muscles  overlap  alx)ve.  they  are  separated  below 
liy  a  small  triangular  interval  just  above  the  middle  of  the 
iliac  crest. 

This  interval  is  knovrn  as  the  triangle  of  Petit  (see  Fig.  16S).and 
i-epresents  a.  weak  place  in  the  posterior  abdominal  wall  through 
which  a  hernia  may  present  {lumhar  hernia).    Such  a  hernia 
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is  rare  and  is  easily  reduced.  Lumbar  abscess  may  also 
present  through  this  triangle. 

The  lumbar  fascia  is  a  dense  fascia  extending  between  the 
last  rib  and  the  iliac  crest.  It  is  practically  the  posterior 
aponeurosis  of  the  transversalia  muscle.  At  the  level  of  the 
external  border  of  the  quadratus  lumborum  it  divides  into 
three  layers^the  anterior  layer  extends  to  the  body,  the  mid- 
dle layer  to  the  transverse  process,  and  the  posterior  layer  to 
the  spinous  process  of  the  vertebrie  (Fig.  187).  These  layers 
form  an  osteofibrous  sheath  for  the  quadratus  lumborum  in 
front  and  the  erector  spinie  behind. 

The  erector  spins  muscles  occupy  the  vertebral  groove 
on  each  side  of  the  spine,  pre.senting  a  marked  prominence 
on  each  side  of  the  median  line,  and  thus  forming  the  median 


furrow.  Its  outer  border  is  well-marked  and  forms  an  impor- 
tant landmark  in  operative  procedures  in  this  re^on.  In 
injuries  t<t  the  spine  spasm  of  the  erector  spina-  muscle  is  often 
elicite<l  by  <leep  pres.'^nre  and  forms  an  important  objective 
symptom  in  obscure  spinal  lesions  incident  to  railroad  accidents. 

The  quadratus  lumborum  is  a  thin  (iua<lrihiteral  muscle 
King  in  front  of  the  erector  spina"  and  extending  beyond  it 
laterally  for  about  one-third  of  its  width.  Its  outer  border 
below  corresponds  to  the  middle  of  the  iliac  crest,  and  gradually 
inclines  inwai-d;  as  it  ascends  anteriorly  it  is  in  relation  with 
the  colon,  the  kidney,  the  psoas  mu.scle.  and  the  diaphragm. 

Lumbago  is  a  painful  affection  involving  the  lumbar  muscles. 
It  is  essentially  a  myositis  due  to  traumatism  from  over- 
.-itraining  the  muscles,  or  to  the  toxemias  of  faulty  metalwlism. 
It  must  not  !«■  i'onfounde<!  with  lumbar  pain  due  to  affections 
of  the  spinal  column  or  the  cord,  or  to  renal  colic  and  certain 
urothnil  strictures. 
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In  operating  through  the  lumbar  region  it  is  well  to  remember 
the  obliquely  transverse  direction  of  the  vessels  and  nerves, 
and  make  incisions  parallel  to  the  course  of  the  vessels.  Such 
incisions  will  not  only  conserve  important  structures,  but 
will  give  the  best  exposure  to  the  viscera  beneath.  The 
incision  should  begin  at  the  external  border  of  the  erector 
spina?,  just  below  the  twelfth  rib.  There  is  danger  of  wounding 
the  pleura  if  the  incision  is  carried  higher  than  this.  The  lum- 
bar route  is  used  in  perinephritic  abscess,  fixation  of  movable 
kidney,  exploration  and  excision  of  the  kidney,  and  occasionally 
colotomy. 

Its  advantage  is  obvious,  since  it  forms  the  extraperitoneal 
approach  to  these  organs. 

THE  ABDOMINAL  CAVITY 

The  abdominal  cavity  is  much  more  extensive  than  its 
exterior  boundaries  would  indicate.  This  is  due  to  the  dome- 
like arch  of  the  diaphragm  which  causes  the  abdominal  and 
thoracic  cavities  to  overlap,  and  to  the  continuation  of  the 
pelvic  cavity  below. 

The  long  axis  of  the  abdominal  cavity  is  directed  downward 
and  to  the  right,  because  of  the  obliquity  of  the  diaphragm 
which  rises  to  a  higher  level  on  the  right  side.  Pressure  from 
the  abdominal  wall  is,  therefore,  exerted  in  this  direction, 
and  explains  the  greater  frequency  of  hernia  on  the  right  side. 
It  also  accounts  for  the  tendency  of  extravasated  blood  to 
gravitate  to  the  right  iliac  fossa. 

Nearly  all  of  the  organs  of  digestion  and  a  part  of  the  urinary 
apparatus  are  contained  in  the  abdominal  cavity.  The  viscera 
within  the  abdominal  cavity  are  either  wholly  or  partly  covered 
by  a  serous  membrane,  the  peritoneum. 

Upon  the  degree  of  peritoneal  investment  depends  the  range 
of  motion  of  each  i^iscus. 

Note,  for  example,  the  ileum  with  its  great  mobility  com- 
pletely invested  with  peritoneum;  the  ascending  and  descending 
colon  with  a  much  more  limited  range  of  motion  are  only 
partially  covered  by  it,  while  the  kidney,  which  has  a  relatively 
fixed  position,  lies  altogether  Ijehind  it. 

Wherever  motion  is  a  part  of  function  there  nature  provides 
a  joint  with  its  serous  membrane  and  its  lubricating  secretion, 
wliether  it  be  between  two  contiguous  bony  surfaces  with  its 
s\iiovial  membrane,  between  the  constantly  moving  lung  and 
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the  thoracic  wall  with  its  pleura,  or  between  the  abdominal 
cavity  an<l  the  viscera  with  its  peritoneum. 

Thus  the  abdominal  cavity  has  been  called  the  "abdotmnal 
joint,'  and  the  peritoneum  in  form  and  function  is  admirably 
adapted  for  the  purpose  of  allowing  the  viscera  to  move,  one 
against  the  other,  without  friction. 

THE  PERITONEUM 
The   peritoneum         tl  c  se  o  s  neml     ne  nh   h  lines  the 

abdominal  ca  1 1  nl  n  /  t  a  greate  lev  extent,  the 
\is<era.  To  tl  o  ougl  1  mp  ehen  1  tl  e  mple  reflections 
of  tlie  peritone  n  tl  e  t  lent  mu  t  n  lers  an  1  he  changes 
which  take  ]  I    c    1        k  tl  e    le  elopn    n      f    he  alimentary 


n«  DwaoFolDn:  .V, 


il  a  ponsidoratitin  of  the  ppritoneum  Khould  l)e  preceded 
by  a  sluily  iif  the  enibryotogj'  of  this  region. 

Tlie  peritoneum  is  similar  to  the  .'synovial  membrane  of  a 
joint  or  the  pleura — Ihci/  all  line  a  carilii  and  inn-sl  whalcrer 
cncronrhc-t  upon  the  cariiji. 

Consider  for  a  moment  tliat  the  abdominal  cavity  has  been 
emptied  of  its  viscera  and  that  tlie  empty  cavity  is  hncd  with 
peritoneum.     It  is  now  obvious  that^ 
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(o)  The  peritoneum  is  a  closed  sac.  Starting  with  the  empty 
abdominal  cavity  lined  with  peritoneum,  imagine  the  various 
viscera  developing  from  the  posterior  abdominal  wall  behind 
the  peritoneum  and,  as  they  develop,  pushing  the  peritoneum 
in  front  of  them  until  in  the  process  of  growth  they  have 
become  like  the  finger  in  a  glove,  invested  with  peritoneum 
(Fig.  188). 

The  second  fact  is  obvious,  namely:  (6)  The  viscera  are  all 
outside  the  peritoneal  sac. 

Peritoneum  is  either  parietal^  when  it  lines  the  abdominal 
walls,  or  idsceraly  when  it  is  reflected  over  the  contained  viscera. 

It  has  been  stated  that  the  peritoneum  is  a  closed  sac;  this 
is  not  strictly  true  in  the  female,  since  the  external  extremity 
of  the  Fallopian  tube  communicates  with  the  peritoneum. 

Note  that  this  is  the  ordij  instance  in  which  a  serous  membrane 
is  continuous  with  a  mucous  membrane.  It  explains  a  number 
of  pathologic  conditions  arising  in  the  female  pehds. 

The  parietal  peritoneurn,  which  lines  the  walls  of  the  abdomi- 
nal and  pelvic  cavities,  varies  in  thickness  at  different  points. 
It  is  very  thin  and  adherent  at  the  umbilicus  and  along  the 
linea  alba;  it  is  thick  and  opaque  in  the  lumbar  region  and 
iliac  fossae. 

Recall  the  fact  that  the  subperitoneal  connective  tissue 
permits  of  a  gliding  movement  of  the  peritoneum,  and  that  it 
varies  in  thickness,  being  most  abundant  in  the  lumbar  region 
and  at  the  margin  of  the  pelvis.  Thus  the  parietal  peritoneum 
is  very  movable  at  certain  parts  and  readily  displaced,  as 
is  observed  in  the  formation  of  a  hernial  sac.  The  protruding 
mass  first  displaces  and  then  distends  the  peritoneum  in  front 
of  it,  until  a  pouch  of  peritoneum  is  formed  which  constitutes 
the  sac  of  the  hernia. 

The  visceral  peritoneum  completely  or  partially  invests  the 
viscera.  It  is  much  thinner  than  the  parietal  layer,  and  so 
transparent  that  the  color  of  the  organs  can  be  seen  beneath. 
It  does  not  adhere  to  the  organ  which  it  covers,  but  is  separated 
by  a  thin  cellular  layer  which  is  very  elastic.  This  characteristic 
is  observed  in  the  enormous  distentions  which  are  possible, 
and  the  size  attained  by  the  pregnant  uterus  without  apparent 
damage  to  the  investing  membrane. 

The  Peritoneal  Folds. — The  peritoneum  not  only  forms 
a  closed  sac  which  lines  the  abdominal  walls  and  is  reflected 
upon  the  contained  viscera,  but  by  its  folds  and  reflections  it 
forms  omenta,  mesenterieSy  ligaments,  and  an  infundibulum  or 
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lesser  peritoneal  cainty  which  communicates  with  the  larger 
cavity  through  a  constricted  orifice — the  foratnen  of  Winslow, 
These  peritoneal  folds  assume  different  names,  according  to 
their  functions. 

The  omentum  is  a  fold  of  peritoneum  extending  from  one 
viscus  to  another;  for  example,  the  great  omentum  attached 
to  the  stomach  and  transverse  colon. 

The  mesentery  is  a  fold  of  peritoneum  extending  from  the 
abdominal  wall  to  some  segment  of  the  digestive  tube;  for 
example,  the  mesentery  which  suspends  the  small  mtestine 
from  the  back  of  the  abdomen. 

The  ligaments  are  folds  of  peritoneum  attached  to  the  viscera, 
not  a  part  of  the  digestive  tube;  for  example,  the  suspensory 
ligament  of  the  liver  extentling  from  the  diaphragm  to  the 
upper  surface  of  the  liver. 

These  various  peritoneal  folds  contain  more  or  less  connective 
tissue  in  which  are  the  vessels  and  nerves  which  supply  the 
viscera.  Note,  therefore,  that  their  function  is  twofold — 
namely,  fixation  and  nutrition. 

The  great  omentum  is  a  voluminous  fold  of  peritoneum 
extending  from  the  greater  curvature  of  the  stomach  and  the 
free  border  of  the  transverse  colon.  It  is  spread  over  the 
small  intestines  like  an  apron,  as  far  down  as  the  pelvis,  and 
separates  them  from  the  anterior  abdominal  wall. 

The  great  omentum  consists  of  two  descending  layers  of 
peritoneum  which  proceed  from  the  lower  border  of  the  stomach 
as  far  as  the  pelvis,  where  they  ascend  to  enclose  the  trans- 
verse colon  (see  Fig.  188).  Between  the  layers  of  the  omentum 
is  situated  a  part  of  the  lesser  peritoneal  cavity  which  forms 
the  omental  bursa;  in  the  adult,  however,  this  portion  of  the 
lesser  peritoneal  cavity  is  apt  to  be  obliterated  by  adhesions. 
The  great  omentum  varies  in  length  and  thickness.  In  children 
it  is  thin,  transparent,  and  short.  In  the  adult  it  is  thick 
and  usually  extends  as  far  as  the  pelvis;  there  is,  however, 
mu(?h  variation  in  length.  In  the  obese  it  is  loaded  with  fat,  and 
contributes  in  a  large  measure  to  the  size  of  the  abdomen. 

The  omentum  platfs  an  important  part  in  hernia.  Its  position 
in  front  of  the  intestines,  and  immediatelv  behind  the  anterior 
abdominal  wall,  explains  why  it  is  commonly  met  with  in  the 
umbilical  hernia  of  adults.  When  the  omentum  is  long  it 
may  form  the  constituent  part  of  either  an  inguinal  or  femoral 
hernia  (epiplocele).  Note  in  these  cases  the  vomiting  and 
epigastric  pain  explained  by   the   traction   of  the  omentum. 
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Furthermore,  the  gre:;t  omentum  inclines  a  little  more  to  the 
left  than  the  right  in  the  abdominal  cavity,  which  accounts 
for  the  greater  frequency  of  epiplocele  on  the  left  side. 

Intestinal  obstruction  may  he  caused  by  a  loop  of  intestine 
finding  its  way  through  a  rent  in  the  great  omentum;  therefore, 
any  slit  or  tear  in  the  omentum  should  be  closed  by  suture. 

The  Functions  of  the  Great  Omentum. — ^When  its  situation, 
its  vascularity,  and  its  behavior  in  intra-abdominal  accidents  and 
infections  are  considered  it  is  obviously  an  or^an  of  protection. 
It  has  been  called  the  **  abdominal  policeman, '*  and  the  analogy 
is  not  far  fetched  when  its  propensity  to  attach  itself  to  wounded 
areas  and  to  wall  off  infectious  processes  U  considered.  Its 
functions  may  be  summarized  as  follows: 

(a)  In  wounds  of  the  intestine  or  perforations  from  disease 
the  omentum  may  attach  itself  to  the  wounded  area  and 
prevent  escape  of  intestinal  contents. 

(6)  In  infectious  processes  the  omentum  may  wall  off  the 
inflammatory  focus  and  prevent  its  spread  from  one  region 
of  the  abdomen  to  another. 

(c)  An  ovarian  cyst  with  a  twisted  pedicle  may  be  rescued 
from  gangrene  by  forming  omental  adhesions  and  receiving 
nourishment  through  the  omental  vessels. 

(d)  Ascites  from  obstructed  portal  circulation  is  sometimes 
relieved  by  forming  adliesions  l:)etween  the  omentum  and 
anterior  abdominal  wall  (epiplopexy),  and  thus  forming  an 
accessory  anastomosis  between  the  portal  and  general  circu- 
lation. 

(e)  The  omentum  is  sometimes  useful  as  an  omental  graft 
by  attaching  it  over  an  intestinal  suture  to  give  additional 
strength  to  the  line  of  union. 

(/)  Before  closing  an  abdominal  incision  the  omentum 
should  be  spread  over  the  intestines  to  prevent  adhesions 
between  the  bowel  and  cicatrix. 

In  addition  to  its  function  of  protection  it  undoubtedly 
plays  an  important  part  in  regulating  the  abdominal  blood 
distribution.  Witzel  estimates  that  one-quarter  of  the  visceral 
blood  supply  of  the  abdomen  can  be  contained  in  the  omental 
vessels. 

It  must  be  remembered  that  omental  adhesions,  while  they 
often  serve  a  useful  purpose,  may  likewise  form  bands  beneath 
which  a  loop  of  intestine  may  become  strangulated. 

The  lesser  omentum  is  a  double  fold  of  peritoneum  extend- 
ing l^tween  the  transverse  fissure  of  the  liver  and  the  lesser 
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curvature  of  the  stomach.  The  right  border  ot  this  fold  is 
free,  and  forms  the  anterior  margin  of  the  foramen  of  Winslow. 
Between  the  folds  and  near  the  free  border  are  the  common 
bile  duct,  the  portal  vein,  and  the  hepatic  artery.  Thus, 
when  the  finder  is  passed  through  the  foramen  of  Winslow, 
the  structures  in  front  of  the  finger  are  the  common  bile-duct 


to  the  right,  the  hepatic  arterj'  to  the  left,  and  the  portal  vein 
behind  and  l>etween  them  (Fig.   189). 

The  gastrosplenic  omentum  is  a  fold  of  peritoneum  extend- 
ing between  the  fundus  of  the  stomach  and  the  spleen.    Between  i 
the  folds  pass  the  vasa  brevia  from  the  splenic  artery  to  theJ 
fundus  of  the  stomach. 

The  mesentery  is  the  fold  of  peritoneum  forming  the  8ii»-  I 
pensory  ligament  and  vascidar  pedicle  of  all  the  small  intestine,.  I 
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except  the  duodenum.  It  is  fan-shaped,  its  attached  root  being 
about  6  in.  long  and  extending  from  the  left  side  of  the 
second  lumbar  vertebra  obliquely  across  the  spine  to  the 
right  sacro-iliac  synchondrosis  (Fig.  190).  Its  intestinal  bor- 
der is  folded  irregularly  like  a  ruffle,  and  Is  about  22  ft. 
in  length,  enclosing  the  small  intestine  from  the  beginning  of 
the  jejunum  to  the  end  of  the  ileum.  The  average  length  of 
the  mesentery,   from  root  to  the  intestinal  border,  is  about 


8  in.  The  longest  part  is  that  which  goes  to  the  coils  of  intes- 
tine that  lie  l)etween  a  point  6  ft.  from  the  duotlenum  and  a 
point  11  ft.  from  the  duodenum;  the  mesentery  here  may  reach 
the  length  of  10  in.  (Treves).  Between  the  folds  of  the  mesen- 
tery are  the  mesenteric  vessels,  nerves,  glands,  and  lymphatics. 
The  blood-ves.'iels  are  the  superior  mesenteric  artery  and  vein ; 
the  lymphatic  vessels  are  the  Incteals  which  carry  the  chyle 
from  (he  intestine  to  the  receptaculum  chyli;  the  nerves  are 
branches  of  the  superior  mesenteric  ple.'ius. 
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In  the  obese  there  is  a  great  deposition  of  fat  between  the 
mesenteric  folds,  which  has  a  tendency  to  lengthen  the  mes- 
entery and  predisposes  to  hernia. 

Note  the  following  points: 

(a)  The  mesentery  permits  of  great  mobility  of  the  small 
intestine,  which  seems  to  float  about  in  the  abdominal  cavity. 
When  the  mesentery  is  abnormally  long  it  plays  an  important 
part  in  predisposing  to  hernia.  It  has  been  proven  that  with 
a  normal  mesentery  it  is  impossible  for  a  loop  of  intestine  to 
pass  through  the  inguinal  or  femoral  canal;  hence,  elongation 
of  the  mesentery  must  precede  either  of  these  forms  of 
hernia. 

(6)  As  observed  above,  the  root  of  the  mesentery  is  obliquely 
attached  from  above  downward,  and  from  left  to  right;  hence, 
it  forms  a  longitudinal  partition  which  divides  the  abdominal 
cavity  into  two  parts.  When  extravasated  blood  occurs  to 
the  right  of  the  mesentery  it  is  directed  toward  the  right  iliac 
fossa;  when  it  occurs  to  the  left  of  the  mesentery  it  is  directed 
into  the  pelvis.  This  fact  explains  the  greater  frequency  of 
bloody  extravasations  into  the  right  rather  than  the  left  iliac 
fossa. 

(c)  The  mesentery  may  contain  certain  holes,  either  slit-like, 
due  to  injur}',  or  round,  due  to  congenital  defect.  Treves 
has  shown  that  the  latter  are  found  in  the  mesentery  of  the 
lower  ileum,  where  the  peritoneum  is  very  thin,  owing  to  the 
absence  of  fat,  vessels,  and  glands,  and  that  they  are  a  constant 
source  of  danger  l)ecausc  of  the  liability  of  a  coil  of  intestine 
to  slip  through  and  become  strangulated. 

{d)  The  mesenteric  glands  are  commonly  enlarged  in 
almost  all  acute  abdominal  affections.  In  tubercular  infec- 
tions, and  when  accompanied  by  tutercular  peritonitis,  there 
may  be  associated  adhesions  and  contractions  sufficient  to 
cause  intestinal  obstruction. 

(r)  Mesenteric  cysts  (chyle  cysts),  are  cystic  formations 
within  tiie  mesentery  which  contain  a  fluid  resembling  chyle, 
and  occasionally  attain  a  size  large  enough  to  simulate  an 
ovarian  cvst. 

Intestinal  Localization. — While  in  the  majority  of  abdom- 
inal operations  the  only  concern  which  the  surgeon  has  re- 
garding the  small  intestines  is  to  keep  them  away  from  the 
field  of  operation,  yet  in  those  operations  in  which  the  intestine 
itself  is  the  seat  of  operation,  such  as  inte^stinal  obstruction  or 
intestinal  anastomosis,  there  are  two  points  which  the  surgeon 
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is  called  upon  to  determine  in  considering  any  particular  loop 
of  intestine: 

(o)  The  position  of  the  intestinal  loop  in  refereace  to  the 
rest  of  the  intestine. 


(6)  The  direction  of  the  loop — which  end  points  toward  the 
duodenum  and  which  to  the  ileocecal  valve. 

hlonks  has  shown  that  the  direction  of  an  intestinal  loop 
can  be  determined  with  accuracy.  Its  position  can  be  localized 
approximately  by  the  definite  and  characteristic  arrangement 


of  the  mesenteric  vessels,  which  form  loops  of  varjing  size  and 
number,  according  to  the  part  of  the  intestine  which  they 
supply. 

The  author  has  verified  the  conclusions  of  Monks  on  the 
living  subject  a.f  well  as  on  the  cadaver,  and  finds  them  of  prac- 
tical value  within  certain  limits. 
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The  following  ia  a  aummary  of  Monks'  views: 

To  ddermine  the  direction  of  an  intestinal  loop   hold    the 

int«stine  taut  and  follow  the  mesentery  don-n  to  its  root,  and 

arrange  the  loop  of  gut  paralld  to  the  direction  of  the  root; 

the  end  of  the  loop  downward  is  nearest  the  ileocecal  valve 

(see  Fig.  190). 


To  tiftcnnine  the  /tasilion  of  an  intestinal  loop,  note  the  size 
and  numl)er  of  loops  formed  by  the  mesenteric  vessels,  as 
fiillows: 


Tlic  main  liranches  of  the  superior  mosontpric  artery  unite 
with  e;ieh  iither  to  form  loops  whifh  may  l>e  primary,  secondary, 
or  tertiary,  and  from  these  loops  the  vasa  recta  run  to  the  bowel. 

In  the  iipijer  part  of  the  bowel  the  loops  arc  priman,-,  large, 
and  regular,  and  the  translucent  spaces  between  the  vessels 
are  extensive  (Fig.  191). 
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Further  down,  at  about  the  sixth  foot,  secondary  loops  are 
a  prominent  feature,  the  vasa  recta  are  smaller,  and  the  trans- 
lucent spaces  have  diminished  in  size  (Fig.  192). 

Still  further  down,  the  secondary  loops  become  more  numer- 
ous and  even  tertiary  loops  appear,  the  primary  loops  becoming 
smaller^    The  translucent  spaces  have  disappeared  (Fig.  193). 

At  the  lower  part  of  the  gut  the  mesentery  is  opaque,  and 
small  tabs  of  fat  begin  to  appear  along  the  mesenteric  border 
of  the  gut ;  the  vessels  are  represented  by  a  complicated  network. 
Sometimes  the  vessels  are  seen  with  difficulty  and  are  repre- 
sented by  mere  grooves  in  the  fat  (Figs.  194  and  195). 


y  and  upaiiue.     Tlie  vm 
n-illi  i^fficulty. 


The  lesser  peritoneal  cavity  is  simply  a  diverticulum  of 
the  general  peritoneal  cavity,  situated  beliind  the  stomach,  so 
that  when  the  alxlomen  is  opened  it  cannot  be  seen.  Some 
one  has  compared  the  greater  cavity  to  a  bag.  of  which  the 
les.ser  caxity  is  a  pocket.  The  two  cavities  communicate 
through  the  foramen  of  Winslow,  a  narrow  circular  opening 
situated  Ixthind  the  right  border  of  the  les.ser  omentum. 

The  lesser  cavity  is  1>oimded  in  front  by  the  lesser  omentum, 
the  stomach,  and  the  descending  layers  of  the  great  omentum; 
behind  by  the  ascending  layers  of  the  great  omentum,  the 
colon,  and  the  upper  layer  of  the  transverse  mesocolon;  above 
by  the  liver,  and  l>elow  by  the  turn  of  the  great  omentum. 

If  the  foramen  of  Winslow  lie  abnormally  large,  it  may 
provide  an  opening  through  which  a  hernia  may  occiir. 

The  peritoneal  ligaments  and  the  mesentery  of  the  cecum, 
colon,  and  rectum  will  be  descrilied  with  the  respective  viscera. 

The  Peritoneal  Vessels.— The  peritoneum,  like  other  serous 
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membranes,  does  not  possess  an  arterial  and  venous  circulation 
of  its  own,  but  is  supplied  by  the  vessels  of  the  different  organs 
which  it  covers. 

The  Lymphatics. — The  peritoneum  possesses  distinct 
lymphatic  vessels  which  have,  according  to  Byron  Robinson, 
three  modes  of  origin : 

(a)  By  stomata  l^etween  endothelial  cells,  which  are  in 
direct  communication  with  lymph-vessels. 

(6)  By  interstitial  spaces  in  the  subperitoneal  tissue. 

(c)  By  a  plexiform  origin  similar  to  interstitial  spaces. 
In  fact,  the  peritoneum  is  a  lymph  sac  in  which  the  absorption 
is  rapid.  It  has  Ix^en  estimated  that  8  per  cent,  of  the  body- 
weight  may  be  absorl)ed  in  an  hour.  Thus  is  explained  the 
rapid  absorption  of  infections  and  the  overwhelming  toxemia 
which  accompanies  a  general  septic  peritonitis.  Absorption 
takes  place  most  rapidly  in  the  region  of  the  diaphragm,  and 
slowest  in  the  pelvis. 

The  Nerves. — ^The  parietal  peritoneum  is  supplied  from  the 
nerves  of  the  abdominal  wall;  the  visceral  peritoneum  from 
branches  of  the  solar  plexus.  The  latter  in  a  normal  state 
possesses  very  little  sensation;  when  irritated,  however,  they 
may  give  rise  to  grave  reflexes,  such  as  cardiac  and  respirator}' 
collapse,  intestinal  paralysis,  and  anuria.  These  phenomena 
are  observed  not  only  in  peritonitis,  but  in  the  course  of  intra- 
abdominal operations  of  long  duration. 

Clinical  Considerations  of  the  Peritoneum. — ^The  two 

chief  characteristics  of  the  peritoneum  are: 

(a)  Its  power  of  absorption. 

(b)  Its  power  to  form  adhesions. 

The  peritoneum  must  l>e  regarded  as  a  large  lymph  sac, 
where  absorption  takes  j)lace  with  great  rapidity.  Hence, 
in  septic  peritonitis  the  danger  is  from  fatal  toxemia  due  to 
the  rapid  absorption,  which  is  most  rapid  at  the  diaphragm, 
slowest  in  the  pelvis.  This  fact  has  l)een  utilized  by  Fowler 
in  suggesting  that  the  head  of  the  l)ed  l>e  raised  after  abdominal 
operations  in  infected  cases,  in  order  that  tiie  drainage  may  be 
directed  toward  the  pelvis,  where  absorption  is  less  rapid  and 
consequently  less  liable  to  produce  grave  toxic  effects.  C)n 
the  contrary,  if  after  an  abdominal  operation  salt  solution  is 
left  in  the  abdomen  l^ecause  of  shock  or  hemorrhage,  the  foot 
of  the  l)ed  sliould  l>e  raised,  in  order  that  the  fluid  mav  l)e 
directed  toward  the  diaphragm,  where  more  rapid  Mi>sorption 
takes  place. 


THE  STOMACH  379 

The  peritoneum  normally  secretes  sufficient  serum  to  lubricate 
its  surface,  but  when  irritated  or  infected  it  produces  a  plastic 
exudate  which  establishes  adhesions  between  contiguous  per- 
itoneal surfaces. 

It  is  this  property  of  the  peritoneum  which  forms  the  founda- 
tion of  all  operative  surgery  of  the  abdominal  cavity. 

Observe  its  practical  application  in — (a)  Repair  of  a  visceral 
incision:  Anastomosis  between  the  ends  of  a  divided  intestine 
is  obtained  by  approximating  the  serous  surfaces,  and  union 
is  obtained  in  a  few  hours  by  means  of  the  plastic  exudate 
(peritoneal  glue). 

(6)  As  a  protective  agent  in  peritoneal  infection,  the  plastic 
exudate  forms  a  wall  of  adhesions  about  the  infecting  focus, 
isolates  it  from  the  general  cavity,  and  thus  prevents  a  general 
peritonitis. 

(c)  This  remarkable  property  of  the  peritoneum  to  form 
adhesions,  while  beneficent  in  many  ways,  may  also  be  the 
cause  of  conditions  more  or  less  grave  by  preventing  the 
normal  mobility  of  the  viscera  and  becoming  the  source  of 
intestinal  obstruction. 

THE  STOMACH 

The  stomach  is  the  dilated  portion  of  the  intestinal  tube. 
It  constitutes  a  large  musculomembranous  pouch  placed 
between  the  esophagus  and  the  duodenum.  It  occupies 
almost  exclusivehf  the  left  hypochondrium;  the  greater  curva- 
ture of  the  stomach  is  turned  to  the  left,  the  lesser  curvature 
to  the  right,  and  the  long  axis  of  the  stomach  is  almost  vertical 
(slightly  oblique  from  above  downward,  and  from  left  to 
right).  Note  that  the  two  orifices,  cardiac  and  pijloric,  are 
placed  in  the  direction  of  an  almost  vertical  line,  and  not  hori- 
zontalb/,  as  is  so  frequently  represented  (Fig.  196). 

Relations  of  the  Stomach.— The  stomach  is  placed  in 
the  gastric  fossa,  l:)eneath  the  vault  of  the  diaphragm,  on  the 
left  side.  Above  is  the  vault  of  the  diaphrgam  and  the  liver; 
belou\  the  transverse  mesocolon;  externally  it  is  in  relation 
with  the  lateral  portion  of  the  diaphragm.  Posteriorhf,  it  rests 
on  the  pancreas,  the  aorta,  and  the  two  crura  of  the  diaphragm. 
Antcriorljf,  its  superior  segment  is  related  to  the  diaphragm 
and  liver;  its  inferior  segment  is  related  to  that  portion  of 
the  abdominal  wall  represented  by  the  gastric  triangle — a 
triangular  area  bounded  on  the  left  by  the  eighth  and  ninth 
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costal  cartilages,  on  the  right  by  the  free  margin  of  the  liver, 
and  below  by  the  transverse  c>)lon  (Fig.  197).     This  triangle 


A.  Poailion  of  cbkUhc  urifini;  B.  posilian  of  pyloric  orifice. 

represents  the  area  where  the  stomach  is  in  contact  with  the 
alKlominal  w:dl,  anil  through  which  the  stomach  may  be  reached 

in  operative  procedures. 


Means  of  Fixation. — The  stoniiuli  is  held  in  position  above 
liy  its  continuity  with  the  esophsigus,  which  is  firmly  fixed  to 
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the  diaphragmatic  ring,  and  below  by  its  continuity  with  the 
duodenum.  The  latter,  however,  while  it  supports  the  stomach, 
is  not  a  means  of  fixation,  since  the  pylorus,  as  we  know  clini- 
cally, is  displaced  with  the  greatest  facility.  In  addition,  the 
stomach  is  supported  by  the  gastrophrenic  ligament,  which 
connects  it  with  the  diaphragm,  the  gastrohepatic  or  lesser 
omentum,  which  connects  the  lesser  curvature  of  the  stomach 
with  the  liver,  and  the  gastrosplenic  omentum,  which  connects 
the  cardiac  end  of  the  stomach  with  the  hilum  of  the  spleen. 
It  will  thus  be  observed  that  the  fixed  portion  of  the  stomach 
is  the  lesser  curvature;  hence,  when  the  stomach  is  distended 
it  rotates  upon  its  fixed  axis,  the  lesser  curvature;  the  anterior 
surface  is  turned  upward,  the  posterior  downward,  and  the 
greater  curvature  is  carried  forward  against  the  anterior 
abdominal  wall.  Note,  therefore,  that  the  full  stomach, 
from  its  position,  is  much  more  exposed  to  injury  than  when 
empty. 

The  cardia  is  the  point  where  the  esophagus  joins  the 
stomach.  The  opening  is  called  the  cardiac  orifice.  It  is 
situated  to  the  left  of  the  spine,  opposite  the  tenth  or  eleventh 
dorsal  vertebra,  from  which  it  is  separated  by  the  aorta.  It 
is  the  most  fixed  part  of  the  stomach,  and  is  deeply  placed, 
being  about  4  in.  from  the  anterior  abdominal  wall,  and  cor- 
responding to  a  point  on  the  surface  at  the  seventh  left  chondro- 
sternal  articulation.  Note  that  this  portion  of  the  stomach  is 
fixed  and  deeply  placed;  hence,  it  is  difficult  of  access.  It  may 
be  reached  through  an  opening  in  the  stomach  (gastrotomy),  and 
cicatricial  strictures  of  its  cardiac  end  dilated,  or  foreign  bodies 
arrested  at  the  lower  end  of  the  esophagus  removed.  When 
the  cardiac  orifice  is  totally  obstructed  by  a  cicatricial  or  can- 
cerous stricture,  it  is  necessary  to  make  a  permanent  opening 
in  the  stomach  (gastric  fistula)  through  which  the  patient  can 
be  fed. 

The  pylorus  is  the  point  of  junction  of  the  stomach  ^^^th 
the  duodenum,  the  outer  surface  of  which  is  marked  by  a  cir- 
cular constriction  (Fig.  198). 

Its  situation  varies  ^ith  the  distention  of  the  stomach. 
When  the  stomach  is  empty  the  pylorus  lies  just  to  the  right 
of  the  median  line,  at  the  level  of  the  twelfth  dorsal  vertebra, 
corresponding  on  the  surface,  to  a  point  1  in.  below  the  tip 
of  the  ensiform  cartilage.  When  the  stomach  is  distended,  the 
pylorus  may  be  displaced  2  or  3  in.  to  the  right  of  the  median 
line.     As  a  landmark,  it  may  be  said  that  the  cardiac  orifice 
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corresponds  to  the  left  border  of  the  sternum,  whereas  the 
pylorus  is  situated  upon  a,  line  corresponding  to  a  prolongation 
of  the  right  border  of  the  sternum;  hence,  the  pi/lorus  is  nwat 
accessible  through  a  median  abdominai  incision. 

The  pyloric  orifice  is  guarded  by  the  pyloric  valve,  which  is 
formed  by  a  strong  muscular  ring  which  gives  special  promi- 
nence to  the  thickened  mucous  membrane  at  tliis  point  (see 
Fig.  198}.  The  pyloric  opening  is  about  *  in.  in  diameter,  and 
is  the  narrowest  part  of  the  alimentary  tube.  The  function  of 
the  pyloric  valve  is  evidently  to  regulate  the  alimentary  cur- 
rent in  pas.sing  from  the  stomach  into  the  duodenum.  On  the 
other  hand,  it  does  not  prevent  the  regurgitation  of  bile  and 
fecal  matter  into  the  stomach  in  case  of  intestinal  obstruction. 


It  is  worthy  of  notice  that  cancer  of  the  stomach  seldom  passes 
the  pylorus  and  invades  the  duodenum. 

The  relations  of  the  pylorus  are,  in  front,  nith  the  inferior 
surface  of  the  liver;  Iiehind.  with  the  portal  vein  and  hepatic 
artery;  above,  with  the  lesser  omentum;  and  below,  with 
the  head  of  the  pancreas.  These  relations  suggest  the  difficulty 
and  gravity  of  resection  of  the  piflorus  (pylo  recto  my),  especially 
the  dangers  to  the  portal  vein  and  hepatic  art«ry. 

Stenosis  of  the  pylorus  may  be  apasmoLlic,  cicatricial,  or 
cancerous.  From  whatever  cause,  it  produces  a  mechanical 
obstruction  which  gives  rise  first,  to  stasis  (retention  of  stomach 
contents),  and  secondly,  to  dilatation,  more  or  less  pronounced. 
In  this  condition  the  patient  suffci-s  from  inability  to  dischai^ 
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the  stomach  contents  into  the  duodenum,  and  unless  relieved 
will  die  of  inanition.  If  a  radical  operation  on  the  pylorus  is 
contra -indicated  the  palliative  procedure  of  excluding  the  pylo- 
rus by  a  gastro-enterostomy  may  be  used  (Fig.  199).  In- this 
operation  the  lowest  part  of  the  stomach  is  anastomosed  with 
the  highest  part  of  the  jejunum,  whereby  the  pylorus  is  isolated 
and  the  foo<i  pa.sses  directly  from  the  stomach  into  the  in- 
testine. 

The  Curvatures. — ^The  greater  curvature  is  much  longer 
than  the  ies-ser  curvature.  It  starts  from  the  cardia,  forming 
a  sharp  angle  with  the  esophagus,  antl  forms  a  pronounced 
convexity  which  arches  up  and  to  the  left,  the  highest  point 
reaching  to  the  level  of  the  costal  cartilage  of  the  sixth  rib 


on  the  left.  It  then  descenils  directly  downward  and  turns 
to  the  right,  to  end  in  the  pylorus.  The  lowest  point  of  the 
greater  curvature  is  about  IJ  in.  above  the  umbilicus  (Gray). 
It  gives  attachment  to  the  anterior  layers  of  the  great  omen- 
tum, and  is  encircled  by  the  arteiial  anastomosis  between  the 
r'ujhl  and  /e/(  ga^ro-epiploic  arteries. 

The  lesser  curvature  forms  the  right  border  of  the  stomach 
and  extends  from  the  cardia  to  the  pylorus.  Its  direction 
is  slightly  ohiique  from  above  tlownward  and  from  left  to 
right.  It  is  in  relation  with  the  celiac  axis,  the  left  lobe  of 
the  liver,  and  the  solar  plexus.  It  gives  attachment  to  the 
gastrohepatic  omentum,  between  the  layers  of  which  is  found 
the  arterial  anastomosis  between  the  pi/IorU;  and  gastric  arteries. 


The  Lymphatics  of  the  Stomach.— The  principal  chains 
of  lymphatics  are: 

(a)  Those  situatetl  along  the  lesser  curvature.  There  are 
from  three  to  ten  glands  situated  along  the  course  of  the  gastric 
artery.  They  drain  the  lymph  from  the  cardia,  the  body  of 
the  stomach,  and  the  pyloric  end.  Two-thirds  of  the  stomach 
is  drained  by  these  glands  (Fig.  200). 

(fi)  Those  situated  along  the  greater  curvature.  There 
are  from  three  to  six  glands  situated  heneath  the  pyloric 
portion  of  the  stomach  in  the  folds  of  the  great  omentum,  and 
two  oi'  three  glands  on  the  post«rior  surface  of  the  pylorus 
near  the  head  of  the  stomach.  These  lymphatics  drain  about 
one-third  of  the  stomach  tsee  Fig.  200). 


(c)  Those  tnmks  which  come  from  the  fundus  of  the  stomach 
and  terminate  in  the  glands  situate<I  near  the  tail  of  the  spleen; 
these  latter  are  not  important  in  the  surgery  of  the  stomach. 

The  practical  importance  of  these  lymphatic  groups  is 
evident  in  cancer  of  the  stomach,  since  no  operation  for  cancer  is 
justifiable  which  does  not  include  extirpation  of  the  neigh- 
boring lymphatics.  It  will  be  observed  that  the  lymphatic 
centers  of  the  stomach  include  the  entire  lesser  curvature 
and  the  pyloric  third  of  the  greater  curvature,  while,  as  Mayo 
has  observed,  the  dome  of  the  stomach  is  practically  free. 
Hence,  in  operating  for  pyloric  cancer,  the  entire  lesser  curva- 
ture and  the  pyloric  third  of  the  greater  curvature  must  be 
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removed  with  the  mass,  making  the  resection  on  a  line,  as 
indicated  in  Fig.  200. 

The  nerves  are  derived  from  the  right  and  left  pneumo- 
gastric  and  from  the  solar  plexus  of  the  sympathetic.  They 
form  in  the  walls  of  the  stomach  an  intramuscular  plexus — 
AuerhacKs  'plexus,  and  a  submucous  plexus — Meissner^s  plexus. 
The  latter  ramifies  in  the  submucous  coat  and  sends  branches 
to  the  gastric  glands. 

Hyperchlorhydria  is  said  to  be  due  to  functional  disturb- 
ance of  the  nerve  filaments  which  are  distributed  to  the  gastric 
glands. 

Clinical  Considerations. — (a)  Note  the  close  relationship  of 
the  stomach  to  the  vault  of  the  diaphragm  on  the  left  side, 
and  its  proximity  to  the  heart  and  lungs.  It  explains  the 
dyspnea  and  palpitation  which  follows  pressure  from  a  dis- 
tended stomach.  This  intimate  relation  between  heart  and 
stomach  must  be  ever  in  mind  in  interpreting  symptoms  asso- 
ciated with  either  organ.  The  well-known  aphorism:  *'If  a 
patient  complains  of  his  stomach  suspect  the  heart,  if  he  com- 
plains of  his  heart  suspect  the  stomach,  '^  has  an  anatomic  basis. 

Vertigo  or  apoplexy  after  a  hearty  meal  is  caused  by  the 
distended  stomach  pushing  the  heart  upward  and  to  the 
right,  retarding  its  action,  impeding  the  flow  of  blood  through 
the  heart,  causing  flushed  face,  cerebral  congestion,  and  disten- 
tion of  the  cerebral  capillaries  with  venous  blood. 

(b)  The  relations  of  the  stomach  to  the  anterior  abdominal 
wall  when  full  and  empty. 

When  the  stomach  is  empty  it  is  deeply  placed  and  not  in 
immediate  contact  with  the  abdominal  wall;  when  moderately 
distended  it  is  in  contact  with  the  abdominal  wall  over  a  small 
area  represented  by  the  gastric  triangle  (see  p.  379). 

When  further  distention  takes  place  the  stomach  rotates 
on  its  axis  and  the  greater  curvature  is  thrown  forward  against 
the  anterior  abdominal  wall.  Thus  the  distended  stomach 
from  its  exposed  position  is  more  liable  to  injurii,  and  wounds  of 
the  stomach,  when  full,  are  more  liable  to  be  fatal  because  of 
the  escape  of  the  gastric  contents  into  the  peritoneal  cavity 
and  subsequent  septic  peritonitis. 

(c)  Gastric  Dilatation. — ^The  stomach  normally  distends 
and  contracts  within  certain  physiologic  Hmits.  When,  how- 
ever, its  outlet,  the  pylorus,  is  obstructed  it  is  capable  of 
enormous  dilatation  and  may  even  fill  the  greater  part  of 
the  abdominal  cavity. 

25 
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Stenosis  of  the  pylorus,  either  cicatricial  or  cancerous,  is 
a  gradual  process,  and  the  partial  obstruction  first  produces 
stasis — inability  of  the  stomach  to  completely  empty  itself- 
After  unsuccessful  efforts  on  the  part  of  the  stomach  in  this 
direction,  dilatation  gradually  takes  place  and,  as  noted  above, 
may  reach  enormous  proportions. 

Acute  dilatation  of  the  stomach  may  be  a  sequela  of  either 
operation  or  injury  in  parts  even  remote  from  the  stomach. 
It  is  usually  a  postoperative  condition  of  great  gravity  and 
often  terminates  fatally.  It-  is  essentially  a  gastric  paresis, 
probably  due  to  some  obscure  disturbance  of  the  intramuscular 
gastric  plexus  of  the  sympathetic  (Auerbach's  plexus). 

Operations  on  the  Stomach. — In  operations  upon  the 
stomach  the  following  anatomic  points  should  be  remembered: 

(a)  The  stomach  is  in  contact  with  the  anterior  abdominal 
wall  only  within  a  small  area  represented  by  the  gastric  triangle 
(see  p.  .379).  In  operations  upon  the  anterior  wall  of  the 
stomach  the  incision  should  l^e  made  in  this  area. 

(b)  The  guide  to  the  stomach  is  the  left  lobe  of  the  liver, 
beneath  which  it  lies  and  with  which  it  is  connected  by  the 
lessor  omentum. 

(c)  Incisions  through  the  wall  of  the  stomach  should  be 
made  at  right  angles  to  its  long  axis,  or,  in  other  words,  parallel 
to  the  vessels  which  supply  its  walls. 

(d)  In  all  drainage  operations  upon  the  stomach  (gastro- 
enterostomy) the  opening  in  the  stomach  should  \>e  made  at 
its  most  dependent  portion — in  the  lower  third  of  the  greater 
curvature.  This  prevents  the  formation  of  the  **  vicious 
circle"  (the  passing  of  the  contents  of  the  stomach  into  the 
duodenum,  where  they  accumulate  and  are  regurgitated  into 
the  stomach  and  vomited)  by  providing  an  exit  to  which  the 
stomach  contents  naturally  gravitate. 

Gastrotomy  consists  in  opening  the  stomach  for  the  purpose 
of  removing  a  foreign  body,  exploring  its  orifices,  dilating  a 
nonmalignant  stricture  with  the  fingers  (Loreta's  operation), 
or  treating  a  stricture  of  the  esophagus  by  retrograde  dilatation. 

Gastrostomy  is  the  establishment  of  a  more  or  less  i>er- 
mnnent  fistulous  opening  through  which  the  patient  may  be 
fed  in  case  of  stricture  of  the  esophagus.  The  main  point 
here  is  to  provide  an  opening  through  which  food  may  be  intro- 
(hiced  and  from  which  it  will  not  escape.  The  problem,  there- 
fore, is  to  form  an  opening  which  will  l)e  above  the  level  of 
the  stomach.     This  is  easily  accomplished  by  forming  a  sub- 
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cutaneous  esophagus  from  the  stomach  wall.  A  cone  of  the 
stomach  wall  is  drawn  out  of  the  wound,  and  after  its  base 
is  sutured  to  the  parietal  peritoneum  it  is  drawn  over  the  costal 
margin  under  a  bridge  of  skin  and  anchored  in  position.  The 
orifice  is  made  through  the  apex  of  the  cone,  and  a  tube  intro- 
duced, by  means  of  which  the  patient  is  fed. 

Gastro-enterostomy  is  performed  for  the  purpose  of  estab- 
lishing a  communication  between  the  stomach  and  the  upper 
part  of  the  small  intestine.  It  changes  the  direction  of  the 
alimentary  current  through  the  pylorus,  and  practically  puts 
at  rest  the  pyloric  portion  of  the  stomach  (see  Fig.  199). 
Hence,  it  is  obviously  indicated  in  pyloric  obstruction  and 
in  gastric  ulcer  which  is  usually  situated  at  the  pyloric 
end. 

Anatomic  Points. — The  most  sat isf actor }f  gastro-enterostomy 
is  that  which  anastomoses  the  loiccst  part  of  the  stomach  with 
the  highest  part  of  the  jejunum. 

Recall  the  relations  of  the  stomach  and  upper  portion  of  the 
jejunum — they  are  separated  by  a  horizontal  partition  formed 
by  the  transverse  mesocolon.  Al)ove  this  partition  lies  the 
stomach,  below  the  jejunum,  covered  in  front  by  the  pendu- 
lous omentum.  Evidently  then ,  the  highest  part  of  the  jejunum 
(near  the  duodenojejunal  flexure)  is  found  by  turning  up  the 
omentum  and  transverse  colon.  The  duodenojejunal  flexure  is 
found  on  the  left  side  of  the  spine,  in  the  angle  between  the 
root  of  the  mesentery  and  the  transverse  mesocolon  (duodeno- 
jejimal  fossa).  It  is  obvious  that  the  most  dependent  part  of  the 
posterior  wall  of  the  stomach  normally  lies  in  front  of  the  highest 
part  of  the  jejunum,  separated  only  by  the  transverse  meso- 
colon. Therefore,  by  making  an  aperture  in  the  transverse 
mesocolon  and  anastomosing  the  posterior  wall  of  the  stomach 
and  the  jejunum  without  disturbing  their  normal  relationship, 
the  most  ideal  gastro-enterostomy  is  obtained  (posterior  gastro- 
enter  ostomy). 

If  the  posterior  route  is  not  feasible,  a  portion  of  the  jejunum 
is  selected  about  12  in.  from  the  duodenojejunal  flexure,  brought 
up  over  the  great  omentum  in  front  of  the  transverse  colon  and 
joined  to  the  anterior  wall  of  the  stomach.  This  latter  procedure 
is  by  no  means  as  satisfactory  as  the  first,  because  of  the  dan- 
gers of  intestinal  obstruction  and  the  possibility  of  establishing 
the  "vicious  circle." 

Gastrectomy. — Usually  partial;  in  very  rare  instances 
complete.     Partial  gastrectomy  has  superseded  pylorectomy 
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for  pyloric  cancer,  since  no  operation  for  cancer  is  effective 
unless  it.  includes  extirpation  of  the  neighboring  lymphatics. 

Recall  the  course  of  the  gastric  lymphatics,  and  it  is  evident 
that  in  operating  for  pyloric  cancer  the  entire  lesser  curvature 
and  the  lower  third  of  the  greater  curvature  must  be  removed. 
After  removal  of  the  diseased  area  the  continuity  of  the  intes- 
tinal  trad   is   restoretl  by  a  gastro-enterostomy.    Total  gas- 


trectomy is  done  when  the  entire  stomach  is  cancerous  and 
the  viscus  is  still  movable. 

Pyloroplasty. — An  operation  designetl  to  increase  the  dze 
of  the  pyloric  outlet  in  cases  of  nonmalignant  stricture.  It 
consists  in  making  an  incision  through  the  stricture,  which 
is  directed  in  the  long  axis  of  the  pyloric  canal.     Traction  is 
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made  on  the  edges  of  the  incision  so  as  to  give  it  a  direction 
perpendicular  to  the  pyloric  axis,  and  sutures  are  appUed  in 
this  position  (Fig.  201). 

THE  SMALL  INTESnNES 

The  small  Intestines  constitute  that  portion  of  the 
intestinal  canal  situated  between  the  stomach  and  the  cecum. 
Note  that  at  either  end  of  this  canal  there  ia  a  valve — ^the 
pyloric  valve  at  the  stomach,  the  iliocecal  valve  at  the  cecum. 
The  average  length  of  the  small  intestine  is  20  ft.,  subject  to 
individual  variation,  the  extremes  being  30  ft.  and  15  ft. 

Note  the  following  characteristics:  (a)  The  diameter  of  the 
small  intestine  decreases  from  its  commencement  to  its  termi- 
nation. At  the  duodenum  it  is  2  in.,  at  the  lower  part  of  the 
ileum  it  is  1  in. 

(6)  Its  thickness  decreases  as  it  descends. 

(c)  Its  vascularity  decreases  as  it  descends. 

The  small  intestine  may  be  divided  into  two  portions,  the 
duodenum  and  the  jejuno-Ueum.  Observe  that  there  is  no  line 
of  demarcation  between  the  jejunum  and  ileum.  They  should 
be  ponsidereil  as  one  continuous  canal. 

The  duodenum  forms  the  hrst  12  in.  of  the  small  intestine. 
It    is    characterized    by    its   deep 
situation,  its  fixed  position,  and  its 
connection  with   the  common  bile- 
duct  and  the  pancreatic  duct. 

In  shape  it  resembles  the  letter 
U  (Fig-  202),  within  the  concavity 
of  which  is  embraced  the  head  of 
the  pancreas. 

Beginning  at  the  pyloric  end  of 
the  stomach  the  first  portion  of  the 

duodenum  is  nearly  horizontal.     "  ^  ^  ^„  — ,„i,„^„„^,„, 

passes  slightly  upward  and  back-  jiou  tiiat  in  outiin<>  it  nMmbis 
ward  for  about  2  in.  to  the  neck  of  "'^ '"""  '^■ 

the  gall-bladder.  It  is  the  most  movable  portion  of  the  duodenum 
and  is  covered  by  peritoneum.  Behind  it  pass  the  common 
duct,  the  portal  vein,  and  the  hepatic  artery;  the  head  of  the 
pancreas  lies  below  it.  The  second  portion  descends  in  front 
of  the  right  kidney  to  its  lower  pole  and  is  covered  by  peritoneum 
only  in  front.  The  common  bite-<luct  descends  to  the  inner 
side  of  this  portion  of  the  duotienum  and,  with  the  pancreatic 
duct,  opens  into  the  duodenum  by  a  common  orifice  on  the 


lal. 

2  in.  of  the  small  intestine. 
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»<iiminit  of  a  papilla  (papilla  of  Voter),  located  about  4  in.  from 
the  pylorus.  The  third  portion  crosses  the  spine  at  the  level  of 
the  fourth  lumbar  vertebra,  covered  only  in  front  by  peri- 
toneum. The  fourth  portion  ascends  along  the  left  side  of  the 
spine  to  the  root  of  the  transverse  mesocolon,  where  it  turns 
abniptly  forward  to  become  the  jejunum,  forming  the  duodeno- 
ivjunal  litrurt:  It  is  covered  in  front  and  partly  on  the  auiex 
by  i)eritoneum;  the  superior  mesenteric  artery  and  vein  pass 
in  fnmt  of  it. 

Duodenojejunal  fossa  (fossa  of  Treitz)  is  situated  just 
liclow  the  duodenojejunal  flexure.  It  is  an  oval  pouch  large 
pnoiiKh  to  admit  the  tip  of  the  finger,  and  is  formed  by  a  fold 
of  |H<n(oneum  pa.ssing  from  the  anterior  wall  of  the  terminal 
portion  of  the  duodenum,  curving  around  to  the  left  in  the 
fonii  of  a  honfeshoe,  and  blending  with  the  parietal  peritoneum. 
The  orifice  of  the  fossa  is  directed  upward   (Fig.  203).     Its 
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chief  interest  is  the  fact  that  it  is  a  cause  of  retroperitoneat 
hernia.  The  gradual  stretching  of  this  fossa  may  idtitnately 
result  ill  the  formation  of  a  retroperitoneal  sac  large  enough, 
as  reportwi  in  one  case,  to  lodge  nearly  the  whole  of  the  small 
intestine. 

Clinical  Coasideration8.^(a)  Note  that  the  duodenum  is 
covere<l  by  peritoneuui  only  in  front ;  hence  it  may  be  wounded 
from  behind  without  opening  the  peritoneal  cavity. 

{b)  Traumatic  rupture  of  the  duotlenum  may  occur  after 
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severe  crushing  injuries.  Taylor  states  that  they  are  usually 
situated  to  the  right  of  the  spine,  in  front  and  to  the  inner 
side  of  the  right  kidney;  hence  the  most  direct  access  to  the 
injured  part  is  obtained  by  a  lumbar  incision  made  as  if  to 
reach  the  right  kidney. 

(c)  Perforating  ulcer  of  the  duodenum  usually  occurs 
in  the  vicinity  of  the  pylorus  and  on  the  anterior  wall.  Its 
association  with  extensive  burns  of  the  skin  has  been  over- 
emphasizes! since  it  is  a  very  rare  sequela.  Ulcer  of  the  duo- 
denum is  not  unlike  gastric  ulcer,  and  perforation  may  terminate 
fatally  from  hemorrhage  or  infection.  Cicatrization  of  a 
duodenal  ulcer  may  lead  to  stenosis  of  the  bowel,  the  common 
bile-duct,  or  the  pancreatic  duct. 


(d)  Note  the  relation  of  the  gall-bladder  to  the  duodenum. 
It  explains  how  gall-stones  may  ulcerate  through  the  gall- 
bladder and  pass  into  the  duodenum.  It  also  suggests  the 
possibility  of  establishing  a  communication  between  the 
gall-bladder  and  the  duodenum  {.choiecijstoduodenostomii)  in 
case  of  inoperable  obstruction  of  the  common  bile-duet. 

The  jejuno-ileutn  properly  constitutes  the  small  intestine. 
There  is  no  line  of  demarcation  between  the  jejunum  and 
ileum,  and  no  reason  for  describing  separately  similar  segments 
of  the  one  intestinal  canal.  It  will  be  referred  to  as  the  small 
intestine. 

The  small  intestine  proper  commences  at  the  duodenojejunal 
flexure,  just  to  the  left  of  the  second  lumbar  vertebra,  and 
terminates  in  the  right  iliac  fossa  by  joining  the  ascending 
colon  at  a  right  angle. 
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characterized  by  its  great  length,  about  20  ft.,  its 
s  folds,  and  its  great  mobility.  It  is  called  by  Testut 
the  floating  portion  of  the  small  intestine.  It  is  suspended 
from  the  posterior  abdominal  wall  by  the  mesentery,  which 
forms  its  suspensory  ligament  and  vascular  pedicle  (Fig.  204). 
Note  that  the  course  of  the  large  intestine  is  such  that  it  forms 
a  hollow  square,  deficient  only  on  one  side,  the  pelvic.  The 
small  intestine  fills  this  hollow  square,  the  transverse  colon 
situated  above,  the  ascending  and  descending  colon  on  the 
sides,  and  the  pelvis  below  (Fig.  205).    The  great  omentum. 
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like  an  apron,  covers  the  intestinal  <'oils  in  front  and  separates 
tlieni  from  the  anterior  alxlominal  wall.  Thus  the  small 
intestine  occupies  the  greater  part  of  the  abdominal  cavity, 
and  is  /Ac  moi>l  exposed  of  all  Ike  viscera  to  abdominal  injuries, 
lx>ing  protecled  only  by  the  alxlominal  wall  and  the  great 
omentum.  While  it  is  impossible  to  definitely  outline  the 
course  of  the  intestinal  loops,  it  may  be  stated  that  they  follow 
the  general  direction  of  the  mesentery,  i.  c,  their  position  is 
irregularly  from  left  to  right.  Fewer  intestinal  loops,  however, 
are  intprposed  l)ctween  the  anterior  and  po.'^terior  abdominal 
walls  than  l<ctween  the  lateral  walls.  Hence,  this  practical 
observation  in  gunshot  or  penetrating  woimds  of  the  abdomen: 
the  number  oj  inlextinal  loops  u-oundcd  rane.i  vilh  the  direction 
of  the  i-ulnerant  agent.  In  luiteroposterior  wounds  a  lesser 
nunilx-r  of  coils  are  injured  than  in  an  oblique  or  transverse 
woimd. 
Meckel's    Diverticulum.— There  is  sometimes    found  in 
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the  lower  portion  of  the  ileum  a  blind  diverticulum  or  tube, 
one  enil  of  which  communicates  with  the  bowel,  the  other 
end  usually  being  free.  It  represents  the  remains  of  the 
vitello-intestinal  duct  and  is  analagous  to  the  vermiform  appen- 
dix. In  fact,  it  may  from  foreign  bodies  or  intestinal  infection 
become  the  sit«  of  an  acute  inflammation  {diverlicvliiis)  and 
resembles  appendicitis  in  its  symptomatology  (Testut).  The 
rdle  which  it  plays  in  intestinal  obstruction  has  already  been 
described  on  p.  346- 

The  Mesenteric  Attachment  of  the  Intestine. — The  two  layers 
of  the  mesentery,  as  they  approach  the  bowel,  diverge  so  as  to 
enclose  the  bowel  and  form  its  peritoneal  coat.  Hence,  there 
is  a  triangular  space  at  the  mesenteric  border  of  the  intestine, 
^  in.  in  width,  which  is  uncovered  by  peritoneum. 

It  is  at  this  point  that  leakage  is  apt  to  occur  in  an  intestinal 
anastomosis;  hence,  it  has  been  called  "the  deadly  mesenteric 
line"  (Fig.  206). 


The  intestinal  wall  is  composed  of  four  layers,  a  serous, 
muscular,  .submucous,  and  mucous. 

The  seroMs  coat  is  very  thin,  so  that  the  muscular  fibers  be- 
neath can  be  seen  shining  through  it.  It  completely  invests  the 
t)owel.  except  at  the  mesenteric  border,  where  there  is  a  smalt 
triangular  interval  corresponding  to  the  separation  of  the  two 
mesenteric  layers  as  they  pass  on  to  the  bowel  (see  Fig.  206). 

The  muscular  coat  consists  of  two  layers,  one  thin  and  super- 
ficial, composed  of  longitudinal  libers,  the  other  deeper  and 
thicker,  made  up  of  circular  fibers.     The  thickness  and  strength 
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of  the  circular  fibers  explains  why  longitudinal  wounds  gape 
more  than  transverse  ones.  The  muscular  layer  produces  the 
vermicular  movements  of  the  intestine  known  as  peristalsis^ 
which  is  normally  in  the  direction  of  the  cecum.  In  intestinal 
obstruction  peristalsis  may  be  reversed  and  the  contents  forced 
toward  the  stomach. 

The  submucous  coat  is  essentially  a  cellular  layer  loosely 
connecting  the  muscular  and  mucous  coats.  It  may  become 
considerably  thickened  as  the  result  of  chronic  inflammation 
of  the  mucosa,  as  seen  in  certain  rectal  lesions. 

The  mucous  coat  is  characterized  by  the  presence  of  a  large 
number  of  folds  on  its  inner  surface,  which  are  not  obliterated 
by  distention,  as  those  in  the  stomach.  They  are  knoAMi  as 
valvulce  conniventes.  They  begin  in  the  duodenum,  and  are 
very  numerous  as  far  as  the  middle  of  the  small  intestine, 
where  they  begin  to  diminish,  and  disappear  almost  completely 
near  the  ileocecal  valve. 

The  mucosa  is  covered  with  i^iUi — slender  projections  of 
mucous  membrane  which  gives  it  the  "velvety'*  appearance. 
They  are  most  numerous  in  the  upper  part  of  the  intestine  and 
gradually  diminish  toward  the  cecum.  The  villi  are  concerned 
in  absorbing  the  products  of  digestion,  while  the  folds  of 
the  valvulre  conniventes  increase  the  extent  of  the  absorbing 
and  secreting  surface  of  the  bowel. 

The  glands  of  the  mucosa  consist  of:  (a)  The  glands  of 
Lieherkuhny  tubular  glands  found  along  the  entire  length  of 
the  small  intestine  and  continued  into  the  large  intestine. 
They  secrete  mucus. 

(6)  Brunners  glands^  found  only  in  the  duodenum.  They  are 
small  racemose  glands  which  discharge  a  serous  secretion. 
Abscess  of  these  glands  may  produce  a  perforating  ulcer  of 
the  duodenum  (Deaver). 

(c)  The  solitary  glands  consist  of  a  number  of  lymph  follicles 
scattered  throughout  the  small  and  large  intestine. 

Peyer's  patches  are  whitish  patches  of  lymphoid  tissue 
occupying  principally  the  lower  two-thirds  of  the  ileum,  being 
especially  numerous  toward  the  end  of  the  small  intestine. 
They  are  usually  situated  at  a  point  opposite  the  mesenteric 
attachment  of  the  bowel.  Thev  have  no  secretorv  function. 
They  are  well  developed  in  the  young  and  atrophy  as  age  ad- 
vances. Tliey  are  the  site  of  typhoid  and  tubercular  ulcer. 
In  typhoid  fever  the  ulceration  may  progress  and  cause  serious 
hemorrhage  or  perforation  of  the  bowel. 
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The  Blood-vessels. — ^The  small  intestine  receives  its 
supply  from  the  superior  mesenteric  artery,  which  ramifies 
between  the  layers  of  the  mesentery,  forming  a  series  of  arterial 
arches  from  which  small  straight  vessels  arise,  which  pass 
transversely  around  the  intestine. 

The  arteries  are  accompanied  by  corresponding  veins  and 
by  lymphatics.  Wounds  at  the  mesenteric  border  of  the 
intestine  involve  the  blood  supply  of  the  intestine,  and  are 
usually  followed  by  gangrene  of  that  portion  of  the  intestine 
supplied  by  the  damaged  vessels.  Hence,  in  these  lesions 
resection  of  that  portion  of  the  intestine  supplied  by  the  injured 
vessels  is  indicated. 

Thrombosis  of  the  mesenteric  artery  presents  a  clinical 
picture  almost  exactly  like  that  of  acute  intestinal  obstruction, 
and  it  is  impossible  to  diagnose  the  condition  prior  to  operation. 

The  arrangement  of  the  vascular  supply  explains  the  fact 
that  in  hernia  of  an  entire  coil  the  vascular  supply  is  preserved; 
in  hernia  of  an  incomplete  coil  the  supply  is  cut  off.  Hence, 
gangrene  occurs  more  frequently  in  small  than  in  large  intestinal 
hernias. 

The  veins  accompany  the  arteries  and  terminate  in  the  supe- 
rior mesenteric  vein,  which,  with  tlie  inferior  mesenteric  and 
splenic  veins,  form  the  trunk  of  the  portal  vein. 

The  lymphatics  originate  in  a  plexus  in  the  submucous 
coat  and  another  in  the  muscular  coat.  Thev  communicate 
freely,  and  empty  into  the  lacteal  vessels  which  lie  between 
the  two  layers  of  the  mesentery,  pass  through  the  chain  of 
mesenteric  glands,  and  finally  unite  to  form  the  intestinal 
lymphatic  trunk  which  empties  into  the  receptaculum  chyli. 
Lesions  of  the  intestine,  particularly  typhoid,  cancer,  and 
tuberculosis,  are  evidenced  by  enlarged  mesenteric  glands. 

The  nerves  come  from  the  solar  plexus.  They  ramify 
between  the  folds  of  the  mesenterv,  and  in  the  wall  of  the 
intestine  form  a  motor  plexus  situated  in  the  muscular  coat 
(Auerbach's  plexus)  and  a  sensory  plexus  situated  in  the 
submucous  coat  (Meissner*s  plexus). 

Surgical  Considerations.— The  small  intestine  is  the 
most  exposed  of  all  the  viscera  to  abdominal  injuries.  Note 
that  contusion  of  the  abdomen  may  be  complicated  bif  rupture  of 
the  intestine,  and  the  latter  may  be  present  with  no  mark  oj  injury 
on  the  abdominal  v:all. 

Wounds  of  the  intestine, when  small  and  punctured,  are  not 
as  a  rule  serious,  since  the  mucosa  at  once  plugs  the  orifice  and 
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prevents  the  escape  of  intestinal  contents.  Hence,  in  an  exces- 
sively distended  intestine  a  fine  puncture  may  be  made  for 
the  escape  of  the  gas.  It  is  always  safe  to  close  even  these 
small  wounds  with  a  silk  suture. 

As  already  noted,  a  longitudinal  wound  gapes  more  than  a 
transverse  one,  owing  to  the  stronger  action  of  the  circular 
muscular  fibers. 

In  closing  a  wound  of  the  intestine  the  peritoneal  surface 
must  be  brought  in  contact.  This  is  accomplished  by  means 
of  a  Leniljert  suture  (Fig.  207). 

Enterotomy  consists  in  making  an  opening  in  the  bowel 
for  the  purpose  of  remoxing  an  impactetl  foreign  body,  or 
making  an  artificial  anus  above  the  point  of  obstruction  after 
suturing  the  bowel  to  the  edges  of  the  wound. 


Strangulation  of  the  small  intestine  is  common,  because  of 

its  extreme  mobility.  It  may  liecome  twisted  upon  itself  (vol- 
vulus), form  intussusceptions,  or  pass  through  normal  or  abnor^ 
mal  openings  underneath  liands  of  adhesions  or  diverticula. 
The  termination  of  strangulation  is  gangrene  of  the  incarcw- 
ated  intestinal  loop. 

Enterectomy  consists  in  the  resection  of  a  segment  of  the 
gut  for  gangrene,  extensive  injury,  benign  or  malignant  growtlw. 

Anatomic  Points. — (a)  The  intestine  is  nourished  through  its 
mesenteric  attachment.  Hence,  any  piece  of  intestine  pro- 
jecting beyond  the  section  in  the  mesentery  will  slough. 

Rule. — Divide   the  intestine   somewhat   obliquely,   so  that 
the  attached  mesenteric  border  will  be  a  trifle  more  extei^ve  J 
than  the  free  border. 
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(b)  It  will,  as  a  rule,  not  be  necessary  to  remove  a  V-shaped 
piece  of  the  mesentery;  the  redundant  fold  may  be  lapped 
and  stitched. 

(c)  Approximate  the  peritoneal  surfaces  by  means  of  Lem- 
bert  sutures,  which  include  the  entire  thickness  of  the  bowel 
except  the  mucosa,  and  rememter  the  "deadly  mesenteric 
line,"  where  the  most  careful  approximation  must  be  made. 


(ri)  The  loop  of  the  sutui-e  should  correspond  to  the  long 
axis  of  the  prut  in  order  to  increase  the  resistance  against 
the  traction  of  the  circular  muscular  fiters  (see  Fip;.  207). 

(c)  End-to-end  anastomosis  is  preferable,  if  feasible-  Lateral 
anastomosis  Ijetween  the  coils  above  and  below  a  lesion  may  be 
done  iis  a  palliative  measure  when  resection  of  the  diseased 
part  is  not  practical. 

THE  CECUM 
To  appreciate   the  cecum   recall   the   fact   that    the   small 
intestine  joins  the  large  inte.stine  at  a  right  angle  about  2J  in. 
alK»ve  its  closed  extremity,  thu.s  forming  a  blind  pouch  or  cul- 
de-sac  Ijelow  the  ileocecal  valve  (Fig.  208).     It  is  lodged  in  the 
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ripht  iliac  fossa  and  lies  beneath  that  part  of  the  anterior 
abdominal  wall  which  corresponds  to  the  outer  half  of  Pou- 
part's  ligament.  From  the  lower  extremity  of  the  cecum  is 
given  off  the  vermiform  appendix,  which  represents  the  lower 
undeveloped  portion  of  the  primitive  cecum. 

As  a  rule,  the  cecum  is  surrounded  on  all  sides  by  peritoneum. 
In  6  per  cent,  of  cases,  according  to  Berry,  the  peritoneal 
covering  is  not  complete  on  its  posterior  .surface,  and  this 


uncovci¥il  portion  is  connected  to  the  iliac  fascia  by  connective 
tissue. 

Tlie  cecum  liiis  all  the  exterior  chariictcristics  of  the  lar^e 
intestine— its  .sacculated  form  and  its  three  longitudinal 
bands,  wliich  originate  at  the  ba.se  of  the  ;ii)pendix  and  thence 
ilivprgc.  The  anterior  longitudinal  band  is  largest  and  most 
imiiortant.  Practically,  it  forms  un  important  landmark  in 
finding  the  appentlix. 
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The  cecum  is  held  io  position  above  by  the  mesocolon,  and 
this  permits  of  a  certain  amount  of  mobility.  Thus,  in  appen- 
de<-tomy  it  is  usually  possible  to  pull  the  cecum  out  through 
the  abdominal  incision  to  facilitate  operative  work.  In  like 
manner  the  cecum  may  find  its  way  into  an  inguinal  or  femoral 
hernia. 

Types  of  Cecum. — According  to  Iteaver  the  cecum  is 
found  to  be  one  of  four  types: 

(a)  The  Injanii'.e  Cecum, — In  this  type  the  cecum  is  cone- 
shape<l,  the  apex  of  the  cone  l)eing  continued  into  the  appendix 
(Fig.  209,  .4)  (2  per  cent,  of  cases). 

(d)  The  cecum  consists  of  two  equally  large  sacculi  on 
either  side  of  the  longitudinal  band.  The  appendix  arises 
from  between  them  (see  Fig.  209,  B)  (■'}  per  cent,  of  cases). 

(c)  The  \on>ial  Crrum. — The  cecum  consists  of  two  sacculi, 
but  of  unequal  size.  The  external  is  the  largest ;  hence  the  base 
of  the  appendix  is  pushed  over  toward  tiie  ileocecal  junction 
(Fig.  209,  C). 

(d)  An  exaggeration  of  C  The  e.Ntemal  sacculus  remains, 
but  the  internal  sacculus  has  disappeared.  The  appendix 
is  attached  posteriorly  behind  the  ileocecal  junction  (Fig.  209, 
D)  (4  per  cent,  of  cases). 

It  will  t>e  noted  that  the  position  of  the  appendix  ■ 
with  the  type  of  the  cecum. 

Abnormal  position  of 
the  cecum  is  of  great 
practical  intere.st  to  the 
surgeon  l>erause  of  the  un- 
usual location  of  symptoms 
in  cases  of  appentlicltis. 

Recall  the  fact  that  the 
cecum  originally  lies  on 
the  left  siile  of  the  abdom- 
inal cavity,  and  in  tlie 
coui-so  of  development  mi- 
snttes  to  the  right  iliac  no,  2io--.4,thb  ileocecal  v*lvk. 
fi),«*i.    It  may,  therefore,  be  "  '. 

jircesfod  in  any  part  of  its  course;  it  may  be  found  under 
the  liver,  behind  the  umbilicus,  and  in  front  of  the  right 
kidney.     An  extremely  mobile  cecum  may  occupy  the  pelvis. 

The  Ileocecal  Valve. — The  opening  of  the  ileum  into 
the  cecum  is  guarded  by  a  valve  to  prevent  regurgitation  from 
ihe  colon  to  the  ileum.     The  valve  is  formed  like  a  button- 
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hole  and  consists  of  two  segments  or  lips,  an  upper  and  lower 
segment,  which  project  into  the  lumen  of  the  large  intestine 
(Fig.  210).  When  the  cecum  is  full  the  lips  of  the  valve  are 
drawn  together  and  the  ileum  shut  off.  When  the  cecum 
is  emptied  the  lips  of  the  valve  are  relaxed  and  the  ileum 
opened.  Thus  the  ileocecal  valve  works  automatically  accord- 
ing to  the  state  of  the  cecum. 

Note  that  the  ileocecal  valve  is  formed  by  an  im^agination  of 
the  ileum  into  the  cecum.  This  anatomic  formation  explains 
the  frequency  of  intussusception  at  this  point. 

Intussusception  is  the   telescoping  or  invagination  of  one 

segment  of  bowel  into  the  lower  ad- 
joining segment  (Fig.  211).  It  may 
take  place  in  any  part  of  the  small 
intestine,  but  the  ileocecal  region  is 
the  most  frequent  site.  Note  the 
reason  for  this  as  stated  above — the 
normal  ileocecal  junction  is  in  the 
form  of  an  invagination  (see  Fig. 
210).  The  usual  form  of  intussus- 
ception is  that  in  which  the  ileum 
with  the  cecum,  is  prolapsed  into 
the  colon,  the  ileocecal  valve  form- 
ing the  apex  of  the  protrusion.  This 
form  of  intussusception  may  be  so 
extensive  that  the  ileocecal  valve 
may  reach  the  rectum  and  protrude 
tlirough  the  anus. 
Note  the  mechanics  of  an  intussusception  in  a  vertical  sec- 
tion (see  Fig.  211).  It  consists  of  three  layers  of  bowel.  The 
two  inner  layers — the  intussusceptum,  belong  to  the  prolapsed 
portion;  the  outer  layer — the  intussuscipicns,  the  receiving 
portion. 

Again,  the  two  prolapsed  layers  have  their  peritoneal  sur- 
faces in  contact;  hence,  the  probability  of  them  becoming 
adhei-eut.  The  receiving  portion  and  the  prolapsed  portion 
have  their  mucous  surfaces  in  contact. 

Observe  the  following  facts:  (a)  Mechanical  intussusception 
in  itself  does  not  produce  intestinal  obstruction.  The  obstruc- 
tion is  due  to  the  subsequent  swelling  of  tlie  parts  and  the 
accumulation  of  feces. 

(6)  The  prolapsed  bowel  carries  along  its  viiscuhir  pedicle — 
the   mesenterv — and   circulatorv   disturbances  arise,   such  as 
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venous  congestion,  giving  rise  to  bleeding  within  the  bowel; 
arterial  constriction  producing  gangrene  of  the  prolapsed  bowel, 
which  may  be  sloughed  off  and  spontaneous  cure  result,  pro- 
vided adhesions  have  previously  been  formed  at  the  neck  of 
the  intussusception. 

The  clinical  considerations  of  the  cecum  are  chiefly  those 
complications  secondary  to  inflammation  of  the  appendix. 
Ulcer  and  cancer  of  the  cecum  occur,  but  are  much  less  fre- 
quent than  in  other  parts  of  the  intestinal  tract.  In  intestinal 
obstruction  the  state  of  the  cecum  is  an  excellent  guide  to  the 
site  of  the  obstruction. 

Rule. — //  the  cecum  is  markeddj  distended  the  obslmction  is  in 
Ike  large  intestine;  if  not,  the  obstruction  is  in  the  small  intestine. 

Foreign  bodies  which  have  lieen  swallowed,  if  they  pass  the 
pylorus,  are  apt  to  lodge  in  the  cecum  antl  give  rise  to  ulcer- 
ation and  perforation. 

The  cecum  may  l>e  the  site  of  fecal  impaction  which  simulates 
an  intra-abdominal  neoplasm.  These  impactions  may  -cause 
stercoral  ulcers  and  even  perforation. 

THE  VERHIFORH  APPENDIX 
The  vermiform  appendix  is  tlie  imdevcloped  distal  portion 

of  the  primitive  cecum.      In  the  fetuM  the  distal  portion  of 


ippenilicular  krtrry. 


the  cecum  ceases  to  grow  while  the  upper  portion  increases  in 
size;  hence,  at  birth  there  results  n  narrow  tulje,  the  appendix, 
hanging  from  the  end  of  the  cecum  (Fig.  212), 
Tliis  process  of  development  is  beautifully  shown  in   the 
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infantile  type  of  cecum,  where  the  conical  cecum  gradually 
blends  with  the  base  of  the  appendix  and  persists  through 
life  in  about  2  per  cent,  of  cases  (see  Fig.  209).  In  stud3ring 
the  appendix  this  basic  fact  must  be  kept  in  mind. 

The  vermiform  appendix  is  a  long,  narrow,  musculomembran- 
ous  tube  attached  to  the  lower  end  of  the  cecum,  usually  at  a 
point  corresponding  to  its  inner  and  posterior  wall.  It  lies, 
therefore,  in  the  right  iliac  fossa  opposite  McBumexfs  paint, 
which  corresponds  to  the  midpoint  of  a  line  drawn  from  the 
umbilicus  to  the  anterior  superior  spine  of  the  ilium.  It 
attains  its  full  development  in  early  adult  life  and  atrophies 
in  old  age. 

Its  length  is,  on  an  average,  3^.  in.  It  may  vary  from  1  to  6 
in.,  and  extremes  of  9  in.  are  reported.  Its  diameter  is  that  of 
a  goose-quill,  or  about  i  in.  Its  structure  resembles  that  of  the 
large  intestine. 

Its  mucous  membrane  contains  a  number  of  solitary 
glands  and  the  glands  of  Lieberkiihn.  Just  above  the  appen- 
diceal orifice  is  a  semilunar  fold  or  reduplication  of  mucous 
membrane,  the  valve  of  Gerlach;  this  fold  is  not  a  true  valve, 
but  acts  like  a  valve  under  certain  conditions — viz.,  when  the 
mucosa  is  inflamed  and  swollen,  during  muscular  contraction 
of  the  appendix,  and  when  the  appendix  forms  an  acute  angle 
of  junction  with  the  cecum. 

The  submucom  is  composed  of  areolar  tissue  and  contains 
a  large  quantity  of  lymphoid  tissue,  most  pronounced  in  the 
distal  part  of  the  appendix.  This  tissue  is  well  developed 
in  young  adults  and  atrophies  with  age. 

The  preponderance  of  hjmphoid  tissue  is  a  special  characteristic 
of  the  appendix.  For  this  reason  it  has  l)een  called  the  "  abdomi- 
nal tonsil/'  or  an  extensive  Peyer's  patch,  and  explains  the 
susceptibility  of  the  appendix  to  inflammatory  processes. 

The  muscidar  coatj  as  in  the  small  intestine,  consists  of  an 
inner  layer  of  circular  fil>ers  and  an  outer  layer  of  longitudinal 
fibers.  The  circular  layer  is  somewhat  thicker  than  the  longi- 
tudinal layer. 

The  peritoneal  coat  of  the  appendix  is  similar  in  arrangement 
to  that  of  the  small  intestine.  As  a  rule,  it  is  entirelv  sur- 
rounded  by  peritoneum,  the  peritoneum  meeting  at  its  attached 
border  to  form  the  two  layers  of  its  mesentery  or  meso-appendix, 
which  attaches  the  appendix  to  the  cecum  and  the  terminal 
portion  of  the  mesentery. 

The  meso-appendix  is  the  double  layer  of  peritoneum  derived 
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from  the  mesentery,  which  supports  the  appendix  and  forms 
its  vuscular  pedicle.  It  presents  a  triangular  outline,  its 
base  being  formed  by  its  free  border,  its  sides  by  the  appendix 
below  and  the  cecum  and  ileum  above  (Fig.  213).  It  con- 
tains the  appendicular  artery,  vein,  lymphatics,  nerves,  and 
fat.  The  mcso-appendix  presents  marked  variations  as  to 
width,  thickness,  and  extent  of  attachment.  In  children  it  is 
thin  and  transparent;  in  the  adult  it  is  thick,  opaque,  and 
more  or  less  filled  with  fat.  It  may  be  attached  the  entire 
length  of  the  appendix,  but  more  frequently  it  is  attached 
only  about  two-thirds  of  the  distance,  leaving  the  tip  free. 
Sometimes  it  is  entirely  absent. 

The  length  of  the  meso-appenilix  not  only  determines  the 
mobility  of  the  appendix,  but  modifies  its  general  outline;  thus, 


if  the  meso-appendix  is  short,  it  may  produce  an  irregularly 
curved  or  cork-screw  appendix.  It  may  contain  a  congenital 
opening  through  which  a  loop  of  intestine  may  become  stran- 
gulated, and  ().  A.  Gonlun  has  reported  a  vuiv:  in  which  the 
appendix  il.scif  Iwcame  strangulated  through  an  aperture 
of  its  me.-40-appendix. 

The  Appendiculo-ovarian  Ligament  (Clado's  Ligament). 
^In  the  female  the  meso-appendix  i.s  sometimes  prolonged  to 
the  broad  ligament  by  a  fold  of  peritoneimi  which  passes  to  the 
right  oviirj',  containing  the  appemliculo-ovarian  artery,  which 
forms  an  anastomosis  between  the  appendicular  and  ovarian 
vefwels,  and  thus  confers  a  greater  ^■ascularity  upon  the  female 
appendix — a  suggestive  reason  for  its  greater  immunity  against 
appendicitis. 
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In  this  fold  the  lymphatics  of  the  appendix  and  ovary  blend; 
this  explains  the  reciprocal  infection  which  may  travel  from 
one  organ  to  the  other  when  either  is  diseased. 

The  Blood-vessels  of  the  Appendix.— The  appendix 
is  supplied  by  the  appendicular  artery  (see  Fig.  213),  arising 
either  from  the  ileocolic  artery  direct  or  from  the  posterior 
ileocecal  artery.  It  passes  betw^een  the  two  layers  of  the  meso- 
appendix,  coursing  along  its  free  border  to  the  tip  of  the  appen- 
dix, and  gives  off  four  or  five  secondary  branches,  which  go 
directly  to  the  appendix.  Sometimes  the  artery  extends  only 
two-thirds  of  the  length  of  the  appendix,  leaving  the  tip  with 
a  meager  blood  supply,  and  consequently  less  able  to  resist 
infection.  When  the  meso-appendix  is  absent  the  artery  courses 
along  the  appendix  beneath  the  peritoneum,  from  base  to  tip. 
Remember  the  additional  blood  supply  in  the  female  appendix 
through  the  appendiculo-ovarian  artery  in  Clado's  ligament. 

Variations. — Occasionally  the  appendix  is  supplied  by  more 
than  one  artery;  its  distal  portion  being  supplied  by  one  branch, 
its  base  by  another.  The  surgeon  sometimes  finds  a  practical 
illustration  of  this  when,  after  ligating  the  meso-appendix  and, 
cutting  it  away,  he  finds  in  separating  the  base  an  unexpected 
hemorrhage;  it  is  due  to  the  presence  of  a  secondary  appen- 
dicular artery. 

The  veins  of  the  appendix  arise  from  a  submucous  and 
subperitoneal  plexus  which  join  through  gaps  in  the  muscular 
coat  and  pass  into  the  meso-appendix.  where  they  correspond 
to  the  arteries  and  enter  into  the  formation  of  the  portal  system. 

The  lymphatics  of  the  appendix  are  highly  developed  and 
play  an  important  role  in  the  pathology  of  this  region.  They 
consist  of  capillaries  in  the  submucous  and  peritoneal  coats, 
which  freely  communicate  through  gaps  in  the  muscularis. 
These  capillaries  form  collecting  trunks,  which  run  between  the 
layers  of  the  meso-appendix  and  accompany  the  appendicular 
artery  (see  Fig.  213). 

They  terminate:  (a)  Into  the  ileocecal  glandular  group,  which 
is  continuous  with  the  mesenteric  glands. 

(6)  Into  the  ceco-appendicular  group,  which  occupy  the 
angle  formed  by  the  internal  aspect  of  the  cecum  and  the  root 
of  the  appendix.  It  becomes  continuous  above  and  behind 
the  cecum  with  the  retrocolic  ganglia. 

(c)  Recall  the  fact  that  the  lymphatics  of  the  appendix  and 
right  ovary  commimicate  through   Clado's  liijcament. 

Thus,  as  Tixier  and  Viannay  pointed  out,  the  appendix  is  an 
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organ  of  double  insertion — cecal  by  its  root,  ileal  by  its  mesen- 
tery, and  similarly  divides  its  lymphatic  circulation  into  two 
main  currents,  one  directed  toward  the  cecum  and  mesocolic 
glands,  the  other  toward  the  ileum  and  mesenteric  glands. 
Hence,  the  ramifications  of  the  appendiceal  lymphatics  are 
extensive,  either  in  the  direction  of  the  mesentery  or  the 
ascending  colon. 

Note  that  they  may  extend  even  to  the  pleura,  since  the 
lymphatics  of  the  peritoneum  communicate  with  those  of  the 
pleura  through  the  diaphragm.  Indeed,  some  observers 
l>elieve  that  the  peritoneal  lesions  okserve<l  during  the  course 
of  appendicitis  are  not  always  due  to  a  perforation  of  the 


appendix,  but  frequently  to  a  lymphatic  infection  of  the 
peritoneum. 

The  nerves  of  the  appendix  come  from  the  superior  mes- 
enteric plexus,  which  also  supplies  the  small  intestines;  hence, 
the  pain  in  appendicitis  may  lie  fjeneral  in  character,  or  referred 
to  various  parts  of  the  abdomen  l)ofore  localizing  in  the  appen- 
dicular region. 

The  pericecal  fossae  are  pouches  formed  in  the  ileocecal 
region  by  certain  peritoneal  folds.  These  fossie  are  of  practical 
importance  to  the  surgeon,  because  the  appendix  may  occupy 
any  one  of  them  and  constitute  either  a  retroperitoneal  hernia 
or  be  so  concealed  within  the  fosss  that  the  organ  may  be 
thought  to  be  absent. 
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When  the  appendix  cannot  be  found  suspect  the  pericecal 
fossa,  and  remember  they  are  three  in  number  and  well 
defined. 

(a)  The  ileocolic  fossa  lies  above  the  ileocolic  junction. 
It  is  formed  by  a  fold  of  peritoneum  passing  across  the  ileocolic 
angle  (Fig.  214,  A).  Its  opening  is  directed  downward  toward 
the  appendix,  but  it  is  situated  too  far  from  the  appendix 
to  assume  an  important  r61e  in  appendicitis. 

(6)  The  ileocecal  fossa  is  situated  behind  a  peritoneal  fold, 
at  the  angle  of  junction  of  the  ileum  and  cecum  (Fig.  214,  B). 
This  fossa  is  constant  and  large  enough  to  admit  two  fingers. 
Its  depth  varies;  at  times  it  may  extend  upward  behind  the 
ascending  colon  as  far  as  the  right  kidney  and  duodenum 
(Deaver).  This  fossa  is  of  great  practical  importance,  since 
it  is  frequently  occupied  by  the  appendix. 

When  the  appendix  cannot  readily  be  found  investigate  this 
fossa  first. 

(c)  The  subcecal  fossa  is  situated  behind  the  cecum  and 
ascending  colon,  and  may  be  demonstrated  by  raising  the 
cecum  (Fig.  214,  C).  Its  position  is  such  that  it  does  not  play 
an  important  role  in  appendicitis. 

Variations  in  the  Position  of  the  Appendix. — While 
the  appendix  normally  lies  in  the  right  iliac  fossa,  it  must  be 
remembered  that  the  appendix  may  occupy  any  position  in  the 
abdominal  cavity  from  the  liver  to  the  pelvis. 

These  variations  are  of  two  kinds:  (a)  The  appendix  may 
vary  in  its  relation  to  the  abdominal  cavity,  due  to  arrested 
fetal  development  of  the  cecum.  Recall  the  fact  that  the 
cecum  in  migrating  from  the  left  side  of  the  abdominal  cavity 
to  the  right  iliac  fossa  may  be  arrested  in  any  part  of  its  course — 
under  the  liver,  behind  the  umbilicus,  or  in  front  of  the  right 
kidney.  If  the  cecum  is  extremely  mobile  it  may  occupy 
the  pelvis.  The  appendix  follows  the  cecum;  hence,  the 
practical  value  of  these  facts  in  the  symptomatology  of 
appendicitis. 

(6)  The  appendix  may  vary  in  its  relation  to  the  cecum,  as  it 
normally  lies  in  the  right  iliac  fossa.  This  variation  depends 
upon  the  type  of  cecum  (see  p.  399)  and  the  length  of  the 
meso-appendix. 

While  the  appendix  may  point  in  any  direction,  the  most 
frequent  positions  of  the  appendix  are  well  summarized  by 
Kellv,  as  follows: 

(a)  The  appendix  is  most  frequently  given  off  by  the  cecum 
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at  a  point  corresponding  to  its  inner  and  posterior  wall,  and 
lies  hidden  behind  the  Ueocecal  junction. 

Appendices  in  this  position  are  found  in  about  40  per  cent, 
of  the  cases. 

(6)  The  second  most  frequent  position  of  the  appendix  is  that 
ascending  vertically  behind  or  lateral  to  the  cecum  and  ascend- 
ing colon,  and  attached  to  the  dorsal  wall  of  the  large  intestine. 
This  position  is  found  in  30  per  cent,  of  the  cases,  and  is  asso- 
ciated with  an  absence  of  the  meso-appendix.  If  the  colon  is 
adherent  to  the  posterior  abdominal  wall  the  appendix  occupies 
an  extraperitoneal  position.  Kelly  suggests  that  the  frequent 
occurrence  of  appendicitis  in  appendices  lying  in  this  position 
is  due  to  the  abnormal  degree  of  friction  to  w^hich  they  are 
subjected  by  the  contraction  of  the  psoas  muscle. 

(c)  The  third  most  common  position  of  the  appendix  is  the 
pelvic,  which  occurs  in  about  20  per  cent,  of  cases.  It  is  due 
to  a  low  position  of  the  cecum  and  a  long  mesentery. 

In  addition  to  the  above  positions,  a  long  mesentery  may 
give  the  cecum  a  wide  range  of  motion  and  account  for  the 
appendix  being  found  in  an  umbilical,  inguinal,  or  femoral 
hernia  on  either  side. 

Clinical  Considerations. — The  relative  insignificance 
of  the  appendix  as  an  abdominal  organ,  and  the  important 
role  which  it  plays  in  abdominal  patholog}'  has  led  to  much 
speculation  concerning  the  cause  which  confers  upon  this 
small  organ  such   pathologic  importance. 

The  answer  is  found  in  its  anatomic  location,  conformation, 
and  structure. 

The  etiologic  factors  in  appendicitis  may  be  grouped  under 
three  heads: 

Defective  drainage. 

Defective  structure. 

Defective  blood  supply. 

Defective  drainage  is  the  most  important  of  the  etiologic 
factors  in  causing  appendicitis,  because  it  is  basic.  Consider 
first  the  excessive  length,  compared  with  the  lumen  of  the 
appendix.  It  is  a  long,  narrow  tul>e.  Again,  the  tube  is  not 
only  long  and  narrow,  but  it  is  blind  at  one  extremity,  while 
at  the  other  it  communicates  with  the  cecum,  a  very  center 
of  infectious  material.  The  tube  is  not  only  blind  at  its  distal 
extremity,  but  is  guarded  by  a  valve  at  its  cecal  orifice  (the 
valve  of  Gerlach).  If,  therefore,  the  appendix  is  joined  to 
the  cecum  at  an  acute  angle,  or  if  the  mucosa  in  the  neighbor- 
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hood  of  the  valve  be  swollen,  there  results  a  tube  with  both 
extremities  sealed  and  all  drainage  eliminated.  The  meso- 
appendix  also,  if  it  be  too  short,  will  cause  a  curling  or  twist- 
ing of  the  appendix  and  contribute  an  additional  obstruction 
to  free  drainage.  All  these  factors  operating  singly  or  in  con- 
junction are  significant  factors  in  appendiceal  inflamma- 
tions. 

Defective  Structure. — Recall  the  relatively  large  amount 
of  lymphoid  tissue  which  the  appendix  contains  (the  **  abdomi- 
nal tonsil").  This  tissue  is  of  low  vital  resistance,  specially 
prone  to  bacterial  invasion.  It  is  most  fully  developed  in 
the  young  adult,  a  period  wheai  appendicitis  is  frequent,  and 
atrophies  with  age,  a  period  when  appendical  lesions  dimijiish. 
It  is  most  abundant  at  the  distal  end — the  very  site  of  the 
maximum  lesion  in  appendicitis.  Not  only  this,  but  we  have 
here  a  particularly  susceptible  tissue  contiguous  to  a  par- 
ticularly infectious  center.  Ail  these  facts  suggest  that 
the  appendix  is  histologically  prone  to  inflammatory  proc- 
esses. 

Defective  Blood  Supply. — ^The  appendicular  artery  is 
usually  a  terminal  artery,  and  does  not  anastomose  with  the 
vessels  of  the  cecum.  A  twist  of  the  meso-appendix,  a  throm- 
bosis of  the  vessel,  is  compensated  by  no  anastomotic  aid, 
obstruction  means  appendicular  gangrene,  either  partial  or 
complete.  Again,  note  how  frequently  the  appendicular  artery 
courses  along  the  appendix  for  only  tw^o-thirds  of  its  length, 
leaving  the  tip  of  the  appendix  with  a  meager  blood  supply; 
may  this  not  account  for  the  tip  being  the  site  of  the  maximum 
lesion  in  appendicitis? 

Note  the  additional  blood  supply  in  the  female,  through  the 
ligament  of  Clado.  Does  this  not  suggest  the  cause  of  the 
greater  immunity  against  appendicitis  which  the  female 
possesses? 

The  appendix  may  become  the  catLse  of  intestinal  obstruction 
by  its  tip  becoming  adherent  to  a  neighboring  peritoneal 
surface,  and  form  a  band  beneath  which  a  loop  of  intestine 
may  become  strangulated. 

Appendicostomy. — Through  the  ingenious  suggestion  of 
Weir  the  appendix  has  been  utilized  in  colitis  as  a  means  of 
irrigating  the  colon.  The  appendix  is  brought  up  and  fastened 
in  the  abdominal  w^ound  and  an  opening  made  in  its  tip. 
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THE  COLON 

The  large  intestine  extends  from  the  cecum  to  the  rectum, 
and  presents  marked  differences  from  the  small  intestine  in 
its  lenp:th  (about  one-fi/th),  its  fixed  position,  its  saccvl(Ued 
form,  Us  longilitdinal  bands,  Us  appetidices  epiploica,  and  its 
direction. 

It  begins  in  the  right  iliac  fossu  in  the  cul-de-sac  constituting 
the  cecum,  and  ascends  vertically  to  the  lower  border  of  the 
hver.  where  it  bends  to  the  left,  forming  the  hepatic  jlejure. 
It  then  passes  transversely  across  from  right  to  left  to  the  lower 
surface  of  the  spleen,  where  it  forms  another  bend,  the  splenic 
flexure,  and  descentis  vertically  to  the  left  iliac  fossa,  where 
it  forms  a  convoluted  loop,  the  sigmoid  flexure.  It  finally 
enters  the  pelvis  on  the  left  side  of  the  sacrum  and  forms  the 
rectum.  Thus,  the  large  intestine  forms  an  incomplete  hollo w 
square  in  which   lies   the   mobile  small   intestine   (Fig.  215). 


The  targe  intestine,  from  the  cecum  to  the  Iwginning  of  the 
mesorectum  opposite  the  thir(i  sacral  vertebra,  is  about  5  ft. 
in  length.  Its  diameter  decreases  from  above  downward, 
the  cecum  measuring  about  3  in.,  the  sigmoid  IJ  in.  The 
large  intestine  is  not  nearly  so  movable  as  the  small  intestine, 
and  consequently  is  rarely  met  with  in  hernia-  It  is  com- 
posed of  the  same  coats  as  the  small  intesrine,  but  their  arrange- 
ment presents  certain  special   characteristics. 

(a)  The  peritoneum  does  not  furnish  as  complete  a  covering 
to  the  large  as  to  the  small  intestine;  hence,  its  fixed  position 
compared  with  the  mobility  of  the  small  intestine. 
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(b)  The  muscular  layer,  as  in  the  small  intestine,  presents 
two  kinds  of  fibers,  the  superficial  longitudinal  and  the  deep 
circular.  The  former,  however,  instead  of  being  regularly 
distributed  around  the  intestine,  are  arranged  in  three  longitu- 
dinal bands,  which  present  a  ligamentous  aspect.  They  start 
from  the  root  of  the  vermiform  appendix,  the  anterior  being 
the  largest  and  most  prominent.  They  are  about  half  as 
long  as  the  actual  length  of  the  large  intestine;  hence,  they 
tend  to  pucker  up  the  intervening  intestinal  walls  into  three 
rows  of  sacculi  (Woolsey)  (Fig.  216).  From  the  sigmoid 
flexure  onward  the  longi- 
tudinal bands  cease  and 
the  longitudinal  fibers  sur- 
round the  entire  circumfer- 
ence of  the  intestine.  These 
longituilinal  bands  form  a 
valuable  landmark  in  dif- 
ferentiating the  targe  and 
small  intestine  and  in  locat- 
ing the  appendix,  since 
they  inevitably  lead  to  its 
base. 

(c)  The  appendices  epi- 
•ploictc  are  small  tassels  of 
peritoneum,  containing  fat 
attached  at  irregidar  in- 
tervals to  the  entire  large 
intestine  except  the  rec- 
tum. They  are  very  nu- 
merous along  the  anterior 
lonfritudina!  band. 
Differential  Landmarks 
in  the  Large  Intestine. — During  the  course  of  an  operation 
it  is  often  essential  to  distinguish  at  a  glance  a  loop  of  intes- 
tine which  presents  in  the  wound.  The  differences  between 
the  large  un<l  small  intestine  are  well  marked  and  unmistakable. 
The  three  dilTerential  characteristics  of  the  large  intestine 
are: 

(a)  its  Itmgitudinnl  bands, 
{b)  lis  saccuiatcd  form  and  transi-ei'sf  furrows. 
(f  I  Its  appendices  epiplotcit  (tassels  of  fat). 
Capacity     of    the     Colon. — AccoRling    to   Woolsey,    the 
colon  of  an  infant  six  months  old  holds  one  pinl.  that  of  a 
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child  two  or  three  years  old  two  or  three  pints,  that  of  an  adult 
nine  pints.  Irrigation  of  the  colon  is  a  procedure  of  great 
value  in  many  conditions,  not  only  for  its  local  effect,  but 
because  of  the  active  peristalsis  which  it  excites  in  the  small 
intestine.  Its  capacity  should  be  borne  in  mind  when  irriga- 
tion is  used. 

The  mucous  membrane  of  the  large  intestine  possesses  neither 
villi  nor  valvulae  conniventes.  The  glands  of  Lieberkiihn  are 
distributed  throughout  its  entire  length,  and  solitary  follicles 
are  arranged  in  patches,  as  in  the  small  intestine. 

The  blood-vessels  of  the  large  intestine  come  from  branches 
of  the  superior  mesenteric  and  inferior  mesenteric  arteries. 
The  veins  follow  the  course  of  the  arteries,  and  form  the 
radicals  of  the  portal  system. 

The  nerves  and  lymphatics  of  the  large  intestine  differ 
in  no  important  respect  from  those  of  the  small  intestine. 

The  ascending  colon  is  very  short,  occupying  only  the 
space  between  the  iliac  crest  and  the  under  surface  of  the  liver. 
Commencing  at  the  cecum,  the  ascending  colon  passes  upward, 
occupying  the  right  lumbar  fossa,  and  reaches  the  under  sur- 
face of  the  liver  and  gall-bladder  where  it  makes  a  rectangular 
bend  to  the  left,  forming  the  hepatic  flexure. 

In  75  per  cent,  of  cases  the  ascending  colon  is  covered  by 
peritoneum  only  on  its  anterior  and  lateral  surfaces,  its  pos- 
terior surface  being  connected  by  loose  areolar  tissue  to  the 
back  of  the  abdomen  and  the  front  of  the  right  kidney.  In 
25  per  cent,  of  cases  it  is  entirely  invested  by  peritoneum, 
and  possesses  a  distinct  mesocolon  from  1  to  8  in.  in  length. 

When  the  ascending  colon  is  empty  it  is  covered  by  the  coils 
of  small  intestine,  but  when  distended  by  gas  or  feces  it  is 
in  contact  with  the  anterior  abdominal  wall.  It  passes  directly 
in  front  of  the  right  kidney;  hence,  abscesses  of  the  kidney 
may  discharge  into  the  colon.  Likewise  in  tumor  of  the 
kidney,  adhesions  may  be  contracted  and  the  colon  wounded 
in  nephrectomy.  Adhesions  between  the  gall-bladder  and 
hepatic  flexure  have  frequently  l^en  noted,  and  gall-stones 
have  ulcerated  through  the  colon  and  been  thus  discharged 
per  rectum. 

Note  how  easily  tumors  of  the  hepatic  flexure  may  be  mis- 
taken for  tumors  of  the  liver  or  gall-bladder. 

The  transverse  colon  commences  at  the  hepatic  flexure 
and  passes  from  right  to  left  across  the  abdominal  cavity, 
just  above  the  umbilicus.     At  the  lower  border  of  the  spleen 
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it  makes  a  sharp  bend  downward,  forming  the  splenic  flexure. 
Its  direction  is  not  exactly  horizontal,  but  is  inclined  obliquely 
upward,  so  that  its  splenic  angle  is  higher  than  its  hepatic 
angle  (Fig.  217).  Likewise  in  its  course  it  describes  an  arch, 
the  concavity  of  which  is  directed  backward,  so  that  the  apex 
of  the  curve  is  in  contact  with  the  anterior  abdominal  wall, 
while  its  extremities,  the  flexures,  are  deeply  situated.  Ante- 
rioriy,  as  already  noted,  are  attached  the  anterior  layers  of  the 
great  omentum. 

The  transverse  colon  is  the  most  movable  portion  of  the 
colon,  being  completely  invested  by  peritoneum  and  con- 
nected to  the  back  of  the  abdomen  by  the  transverse  mesocolon, 
which  practically  forms  a  partition  separating  the  stomach 
and  spleen  from  the  small  intestines. 


Fhj.  217. — The  Transverhe  Colon. 

Note  the  higher  position  and  more  acute  angle  of  (.4)  the  splenic  flexube,  as  compared 

with  (B)  the  hepatic  flexure. 

The  position  of  the  transverse  colon  is  subject  to  great  iHiriations. 
In  some  cases  it  may  reach  an  abnormally  low  level,  the  cen- 
tral portion  forming  a  V-  or  U-shaped  bend,  the  summit  of 
which  may  reach  as  far  as  the  pelvis.  Causes  which  contribute 
to  this  condition  are  chronic  constipation,  tight  lacing,  and 
general  entero ptosis.  It  is  worthy  of  note  that  these  dis- 
placements of  the  transverse  colon  are  three  times  as  frequent 
in  women  as  in  men. 

According  to  Taylor,  a  pendulous  colon  may  acquire  adhesions, 
within  the  female  pelvis,  to  the  uterus,  ovaries,  and  Fallopian 
tubes,  and  cause  a  kinking  of  the  gut  sufficient  to  produce 
obstruction  of  its  contents. 

An  abnormally  long  transverse  colon  may  occupy  the  sac 
of  an  umbilical,  inguinal,  or  femoral  hernia. 
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The  descending  colon  extends  from  the  splenic  flexure 
through  the  left  lumbar  region,  along  the  outer  border  of  the 
left  kidney,  to  the  crest  of  the  ilium,  where  it  terminates  in  the 
sigmoid  flexure.  According  to  Treves,  there  is  no  descending 
mesocolon  in  64  per  cent,  of  cases,  the  peritoneum  covering 
the  front  and  sides,  only  lea\ing  the  posterior  portion  uncovered 
and  connected  with  the  back  of  the  abdomen  by  areolar  tissue, 
while  a  descending  mesocolon  may  l:)e  expected  in  36  per  cent, 
of  all  cases. 

At  its  beginning  it  is  attached  to  the  diaphragm  by  a  fold 
of  peritoneum,  the  phrenocolic  ligament.  Furthermore,  the 
splenic  flexure  forms  an  acute  angle,  which  is  rendered  more  or 


Fig.  218. — -4,  The  Sigmoid  Flexure  (Semidiagrammatic). 


less  inflexible  by  the  presence  of  the  phrenocolic  ligament. 
Hence,  this  angle  constitutes  an  actual  obstacle  to  the  passage 
of  feces  in  intestinal  obstruction,  due  to  retention,  and  likewise 
explains  the  cause  of  pain  in  the  lejt  ficapular  region,  due  to 
chronie  eonstipation.  Observe  that  traction  of  a  distended 
colon  on  the  phrenocolic  lij[jamont  causes  sensory  disturbance 
alontr  the  left  phrenic  nerve,  which  is  transmitted  to  the  fifth 
and  sixth  cervical  nerves  and  thence  to  the  suprascapular 
nerve. 

The  sigmoid  flexure  or,  better,  the  sigmoid  loop,  extends 
from  the  left  iliac  crest  to  the  third  sacral  vertebra,  where  it 
l:>ecomes  continuous  with  the  rectum  (Fig.  218).     It  forms  an 
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omega-shaped  loop  about  17  in.  long,  the  extremities  of  which 
are  fixed  and  are  only  from  3  to  4  in.  apart.  Owing  to  the 
length  of  its  mesocolon,  the  sigmoid  is  very  mobile  and  for  the 
most  part  occupies  the  pelvis.  In  appearance  it  differs  from 
the  rest  of  the  large  intestine  in  two  respects: 

(a)  The  sacculi  disappear  and  consequently  it  presents  a 
smoother  appearance. 

(6)  The  longitudinal  bands  disappear,  but  their  fibers  are 
spread  uniformly  over  its  surface. 

The  Intersigmoid  Fossa. — When  the  sigmoid  is  lifted 
up  and  the  mesosigmoid  made  taut,  a  funnel-shaped  pouch  is 
seen  at  the  parietal  border  in  the  left  wall  of  the  mesosigmoid. 
The  opening  looks  downward  and  to  the  left,  and  is  situated 
over  the  bifurcation  of  the  iliac  vessels.  This  fossa  is  the 
site  of  a  rare  form  of  hernia,  sigmoid  hernia j  of  which  3- 
cases  have  been  reported,  all  terminating  in  death. 

The  anatomic  peculiarities  of  the  sigmoid  naturally  pre- 
dispose it  to  variations  in  position,  enormous  dilatation  from 
fecal  accumulations,  and  to  a  form  of  intestinal  obstruction 
known  as  volvulus,  which  is  discussed  in  detail  on  the  next  page. 

Surgical  Considerations.— Wounds  of  the  large  intes- 
tine are  not  as  grave  as  those  of  the  small  intestine,  for  the 
reason  that  the  consistency  of  the  fecal  material  is  such  that 
it  does  not  immediately  pour  out  and  infect  the  peritoneal 
cavity. 

Obstruction  of  the  large  intestine  may  be  due  to  neigh- 
boring tumors  pressing  on  the  bowel,  or  to  fecal  accumulations 
and  cicatricial  and  malignant  stricture. 

Fecal  accumulations  are  most  liable  to  occur  at  the  splenic 
flexure,  where  the  colon  is  bent  at  an  acute  and  fixed  angle; 
or  in  the  sigmoid  flexure,  which  may,  under  these  circum- 
stances, resemble  a  mohile  cijst  attached  to  the  posterior  abdominal 
wall,  or  with  an  obstruction  in  the  rectum  it  may  become  a 
fecal  reservoir,  so  distended  as  to  occupy  the  greater  part  of 
the  abdominal  cavitv. 

When  distention  occurs  from  obstruction  low  down,  the 
large  intestine  can  be  defined  on  the  surface  of  the  abdomen 
throughout  its  entire  course,  except  at  the  flexures,  which 
are  deeply  placed.  The  distention  is  specially  marked  in  the 
flanks  and  just  above  the  umbilicus. 

Malifjnant  stricture  occurs  most  frequently  at  the  flexures, 
and  obstruction  is  manifest  more  rapidly  than  in  the  small 
intestine,  owing  to  the  solid  character  of  the  feces.     This  con- 
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dition  is  usually  preceded  by  symptoms  of  chronic  obstruc- 
tion, although  an  acute  obstruction  may  at  any  moment  be 
precipitated. 

Colostomy  is  the  establishment  of  an  artificial  anus  by 
providing  an  opening  in  some  part  of  the  colon.  The  indica- 
tions for  this  operation  are  chronic  and  irremovable  obstruction, 
imperforate  anus,  and  ulcerative  conditions  of  the  colon  which 
require  rest  from  fecal  contamination. 

Two  forms  of  colostomy  are  possible: 

(a)  Lumbar  Colostomy. — The  colon  is  opened  in  the  lumbar 
region  through  its  posterior  surface,  where  it  is  uncovered 
by  peritoneum;  hence,  the  operation  can  be  performed  without 
opening  the  peritoneum.  This  latter  was  a  potent  considera- 
tion in  pre-antiseptic  days,  but  in  modern  surgery  it  has  no 
place,  since  a  lumbar  colostomy  is  both  unsatisfactory  and 
unnecessary. 

(b)  Inguinal  colostomy  may  be  performed  either  upon  the 
right  or  left  sides,  depending  upon  the  location  of  the  obstruc- 
tion. It  is  much  more  frequently  performed  upon  the  left 
side,  since  the  site  of  obstruction  is  much  more  common,  either 
at  the  distal  end  of  the  colon  or  in  the  rectum. 

The  following  anatomic  points  should  l>e  remembered: 

(a)  The  incision  is  made  on  the  left,  similar  to  that  which 
is  made  on  the  right  side  for  the  removal  of  the  appendix. 

(b)  The  abdominal  muscles  should  \ye  split,  and  not  divided, 
in  order  that  subsequently  there  may  l:>e  a  modified  sphincteric 
control  over  the  artificial  anus. 

(c)  The  highest  point  of  the  sigmoid  is  selected  and  fixed 
in  the  wound.  This  portion  of  the  sigmoid  is  chosen  because 
it  is  the  stationary  portion,  and  the  tendency  to  prolapse  is 
thus  abolished. 

(d)  A  dislocated  transverse  colon  may  be  mistaken  for  the 
sigmoid,  unless  the  characteristics  of  the  latter  be  kept  in  mind 
(see  page  414). 

Volvulus  refers  to  a  form  of  intestinal  obstruction  caused 
by  a  twisting  of  the  bowel.  It  is  more  commonly  met  with 
in  the  sigmoid  flexure  than  in  any  other  part  of  the  canal. 
Recall  the  anatomy  of  the  sigmoid,  and  the  reason  for  this  is 
apparent.  It  is  an  omega-shaped  loop,  very  mobile,  with  its 
extremities  not  more  than  3  in.  apart  and  fixed.  Hence, 
this  pendulous  loop  \\ith  its  fixed  pedicle  is  anatomically 
predisposed  to  become  twisted.  Now  exaggerate  these  con- 
ditions by  chronic  constipation  until  the  sigmoid  loop  is  two 
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or  three  times  as  long  as  normal  and  heavy  with  accumulated 
feces,  and  the  mechanics  of  volvulus  becomes  plain. 

VoUiilus  shows  a  decided  tendency  to  recur,  and  dmply 
untwisting  the  bowel  does  not  remove  the  cause.  To  prevent 
a  recurrence  various  procedures  have  been  suggested,  such  as 
stitching  the  loop  to  the  anterior  abdominal  wall,  or  even 
excising  the  implicated  loop  (Moynihan). 

THE  LIVER 
The  liver  is  the  largest  and  most  important  gland  of  the 
body.  It  is  situated  in  the  upper  right  portion  of  the  abdominal 
cavity,  occupying  the  entire  right  hypochondrium,  a  portion 
of  the  epigastrium,  and  reaching  as  far  as  the  left  hypochon- 
drium, about  li  in.  beyond  the  left  margin  of  the  sternum. 


Its  upper  convex  surface  is  moulded  to  the  arch  of  the  dia- 
phragm, which  separates  it  from  the  pleura,  the  lungs,  the 
pericardium,  and  heart.  Its  lower  or  visceral  surface 
contact  with  the  right  kidney,  the  suprarenal  capsule, 
hepatic  flexure,  the  duodenum,  and  stomach. 
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On  the  under  surface  of  the  liver  may  be  seen  the  fissures 
of  the  liver,  so  arranged  as  to  form  the  letter  H,  and  dividing 
the  liver  into  its  various  lobes  (Fig.  219).  They  are  the 
longitvdinal  fissure  and  the  fissure  of  the  ductus  venosus,  the 
transverse  fissure,  the  fissure  for  the  gall-bladder,  and  the  fissure 
for  the  inferior  vena  cava. 

Note  that  the  under  surface  of  the  liver  presents  certain 
depressions  by  which  it  is  moulded  to  the  various  viscera 
with  which  it  is  in  contact;  thus,  on  the  left  lobe  is  the  gastric 
impression,  where  it  is  mouldetl  to  the  anterior  surface  of  the 
stomach.  On  the  right  lobe  are  four  depressions;  the  anterior 
is  the  colic  impression,  produced  by  the  hepatic  flexure  of  the 
colon.  The  middle  is  the  renal  impression,  occupied  by  the 
upper  end  of  the  right  kidney.     The  posterior  is  the  suprarenal 


impression,  devoid  of  peritoneum,  which  lodges  the  right 
suprarenal  capsule  and  is  placed  Iretween  the  liver  and  the 
diaphragm.  Internal  to  the  renal  impression  is  a  slight  depres- 
sion, the  duodenal  impression,  to  which  is  moulded  the  second 
portion  of  the  duodenum. 

These  relationships  are  all  of  practical  importance,  and 
will  be  referred  to  in  the  clinical  considerations  of  the  liver. 

Surface  Markings  {Fig.  220). — The  normal  surface  anat- 
omy of  the  liver  should  be  accurately  known,  in  order  that 
its  variations  from  the  normal  may  be  determined  by  palpa- 
tion and  percussion. 

Note  that  the  liver  occupies  that  portion  of  the  abdominal 
cavity  which  is  overlapped  by  the  thoracic  cavity;  hence,  its 
surface  outlines  are  mainly  on  the  lower  part  of  the  right 
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thorax.  Remember  that  in  the  infant  the  liver  is  relatively 
much  larger  than  in  the  adult,  extending  below  the  costal 
margin,  and  to  the  left  as  far  as  the  spleen. 

The  upper  margin  of  the  liver  in  front  is  represented  by  a 
line  drawn  from  the  upper  margin  of  the  fifth  rib  on  the  right 
(i  in.  below  the  nipple).  This  line  should  curve  downward 
at  its  midpoint  to  the  base  of  the  ensiform  cartilage. 

On  the  side  the  upper  limit  corresponds  to  the  seventh  inter- 
costal space  in  the  midaxillary  line  ;  behind  to  the  ninth 
intercostal  space  in  the  scapular  line. 

The  lower  margin  of  the  liver  follows  the  border  of  the  right 
costal  arch  as  far  as  the  ninth  costal  cartilage,  where  it  crosses 
the  epigastrium  obliquely  to  the  eighth  costal  cartilage  in 
the  left  and  joins  the  left  extremity  of  the  upper  margin  (1  in. 
below  the  left  nipple).  In  the  median  line  the  lower  border 
of  the  liver  is  about  a  hand's-breadth  below  the  base  of  the 
ensiform  cartilage.  The  left  lobe  lies  to  the  left  of  the  median 
line  and  the  interlobular  notch  is  opposite  the  median  line. 

Note  that  the  normal  liver  is  in  contact  with  the  anterior 
abdominal  wall  only  over  a  triangular  area  formed  by  the 
subcostal  angle  and  the  line  representing  its  lower  margin. 
Hence,  this  is  the  most  accessible  portion  of  the  liver.  Note 
also  that  the  upper  portion  of  the  liver  is  overlapped  by  the 
lung,  the  lower  portion  being  separated  from  the  ribs  by  the 
costophrenic  sinus;  hence,  only  the  pleura  and  diaphragm 
separate  the  liver  from  the  chest  wall  at  this  point.  This 
fact  must  be  remembered  in  percuvssing  the  liver,  since  the 
interposition  of  the  lung  gives  an  area  of  relaiix>e  liver  dvlne^, 
whereas  over  the  portion  which  is  in  direct  parietal  contact 
there  is  absolute  liver  dvlness.  Again,  the  lower  margin  of  the 
liver  rises  and  falls  with  respiration;  hence,  tumors  of  the  liver 
follow  the  respirator  11  movements. 

The  position  of  the  liver  varies  with  the  condition  of  the 
neighboring  organs.  In  emphysema  of  the  lung  or  collections 
of  fluid  in  the  right  pleural  cavity  the  diaphragm  is  at  a  lower 
level  and  the  liver  is,  therefore,  pushed  down.  In  phthisis 
the  diaphragm  ascends  and  the  liver  is  on  a  higher  level.  The 
liver  rises  or  falls,  according  as  the  stomach  and  intestines  are 
distended  or  empty.  When  the  thorax  is  constricted  by  tight 
lacing  the  liver  may  be  displaced  to  a  considerable  extent. 

Ligaments  of  the  Liver. — The  liver  is  almost  completely 
invested  l)v  peritoneum,  which  at  certain  points  gives  off 
reflections  to  form  ligaments. 
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The  falciform  or  suspensory  ligament  is  a  vertical  fold  of 
peritoneum  passing  anteroposteriorly.  It  is  attached  to  the 
convex  surface  of  the  liver,  the  under  surface  of  the  dia- 
phragm, and  the  posterior  sheath  of  the  right  rectus  muscle, 
to  within  1  in.  of  the  umbilicus.  It  di\ides  the  convex  surface 
of  the  liver  into  two  unequal  lobes,  the  right  being  much 
larger  than  the  left.  Thus  the  space  between  the  convex 
surface  of  the  liver  and  the  diaphragm,  the  subphrenic  space, 
is  divided  by  the  suspensory  ligament  into  two  parts,  a  right 
and  a  left,  each  corresponding  to  the  right  and  left  lobes  of 
the  liver.  Subphrenic  abscess  may  develop  in  this  space,  and, 
as  a  rule,  is  usually  secondary  to  gastric  ulcer. 

The  coronary  ligament  is  a  transverse  fold  of  peritoneum 
which  connects  the  posterior  border  of  the  liver  to  the  dia- 
phragm. Note  that  the  two  layers  of  peritoneum  which  form 
this  ligament  are  separated  at  the  liver  junction  to  the  extent 
of  4  to  5  cm.,  leaving  a  large  triangular  area  uncovered  by 
peritoneum  and  connected  to  the  diaphragm  by  areolar  tissue. 
On  the  sides  the  layers  of  the  coronary  ligament  approach 
each  other  and  form  the  right  and  left  lateral  ligaments.  The 
suspensory  and  coronary  ligaments  may  be  absent.  This 
condition  accounts  for  certain  cases  of  congenital  mobility 
of  the  liver. 

Additional  Supports  to  the  Liver. — (a)  The  inferior  vena 
cava  is  undoubtedly  an  important  factor  in  giving  support 
to  the  liver,  because  it  is  firmly  attached  to  the  diaphragm 
as  it  passes  through,  and  is  intimately  connected  with  the  liver 
by  the  subhepatic  veins,  which  leave  the  substance  of  the 
liver  and  open  into  the  vena  cava.  Sometimes  when  the 
ligaments  are  relaxed  the  vena  cava  is  dragged  from  its  normal 
position  by  the  weight  of  the  liver  (Faure). 

(6)  Intra-abdominal  pressure  is  another  important  if  not  the 
chief  factor  in  maintaining  the  liver  in  position.  The  abdom- 
inal muscles  by  their  contraction  push  the  \iscera  up  beneath 
the  liver,  and  form  for  it  an  elastic  and  adjustable  cushion  which 
exactly  adapts  itself  to  the  physiologic  mobility  of  the  liver. 

The  Blood-vessels. — ^The  circulation  of  the  liver,  like  that 
of  the  lung,  is  distinctive,  in  that  it  possesses  two  blood 
systems — a  nutritive  circulation,  formed  by  the  hepatic  artery 
and  the  hepatic  veins;  and  a  functional  circulation,  formed  by 
the  portal  vein. 

The  vascular  pedicle  of  the  liver  is  formed  by  the  gastro- 
hepatic  omentum,  which,  as  already  shown,  forms  the  anterior 
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border  of  the  foramen  of  Winslow  and  contains  the  common 
bile  duct,  the  portal  vein,  and  the  hepatic  artery  in  the  order 
named,  from  right  to  left.  Note  the  accessibility  of  this  vascular 
pedicle  and  how  easily  it  may  be  compressed,  should  neces- 
sity require  it  during  the  course  of  an  operation  upon  the  liver. 

The  hepatic  artery,  a  branch  of  the  celiac  axis,  ascends 
between  layers  of  the  gastrohepatic  omentum,  accompanied 
by  the  portal  vein  and  the  bile  duct.  It  enters  the  transverse 
fissure  of  the  liver  and  furnishes  branches  to  all  the  constituent 
elements  of  the  gland. 

The  hepatic  veins  begin  in  the  substance  of  the  liver  and 
unite  to  form  three  veins  which  empty  into  that  portion  of 
the  inferior  vena  cava  w^hich  lies  in  a  groove  on  the  posterior 
aspect   of   the   liver.     These   veins   are   surrounded   by   very 
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Fi(i.  221.— The  Portal  Vein. 
Begins  and  ends  in  a  capillary  system. 

little  connective  tissue  and  possess  no  valves;  hence,  when 
sectioned,  they  lie  open. 

They  are  distinguished  from  the  branches  of  the  portal  vein 
by  the  fact  that  the  latter  are  always  accompanied  by  an 
artery  and  duct,  and  always  collapse  when  cut. 

The  Portal  System. — The  distinguishing  feature  of  the 
portal  circulation  is  the  fact  that  it  begins  and  ends  in  a  cap- 
illary system,  as  follows  (Fig.  221): 

(o)  The  capillaries  of  the  stomach,  intestine,  pancreas,  and 
spleen  unite  to  form  the  superior  mesenteric  and  splenic  veins, 
which  in  turn  join  behind  the  head  of  the  pancreas  to  form 
the  portal  vein. 

(6)  The  portal  vein,  about  4  in.  in  length,  passes  upward 
behind  the  first  portion  of  the  duodenum  between  the  layers 
of  the  gastrohepatic  omentum,  the  common  bile  duct  lying 
to  the  right,  the  hepatic  artery  to  the  left.  At  the  transverse 
fissure  of  the  liver  it  divides  into  a  right  and  left  branch, 
which  enter  the  respective  lobes  of  the  liver. 

(c)  It  breaks  up  into  capillaries  within  the  liver  and  accom- 
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panies  the  ramifications  of  the  hepatic  artery  and  duct  through- 
out the  substance  of  the  liver.  The  capillaries  of  the  portal 
vein  finally  anastomose  with  those  of  the  hepatic  vein,  by 
which  the  blood  is  carried  to  the  inferior  vena  cava. 

There  are  certain  accessory  portal  veins  which  form  a  commu- 
nication between  the  portal  and  systemic  venous  systems. 
They  are  found  in  the  peritoneal  folds  which  unite  the  liver 
to  the  abdominal  wall  and  the  diaphragm.  These  veins  are 
normally  small  and  unimportant,  but  in  case  of  obstruction 
to  the  portal  vein  they  enlarge  and  assume  considerable  impor- 
tance in  establishing  a  collateral  circulation. 

The  principal  anastomoses  are: 

(o)  Between  the  superior  hemorrhoidal  vein  and  the  branches 
of  the  middle  and  inferior  hemorrhoidal  veins. 

(6)  Between  the  branches  of  the  gastric  and  the  esophageal 
vein. 

(c)  Between  the  portal  vein  and  the  superficial  veins  of 
the  abdominal  wall. 

Note,  in  this  connection,  how  in  the  radical  cure  of  ascites 
an  accessory  anastomosis  is  established  between  the  portal 
and  general  circulation  by  forming  adhesions  between  the 
omentum  and  anterior  abdominal  wall  (epiplopexy,  see  p.  371). 
Bearing  in  mind  the  intermediary  rehition  which  the  portal 
vein  holds  between  these  two  systems  of  capillaries,  it  is  not 
difficult  to  understand  the  remote  effects  of  obstruction  to 
the  portal  circulation;  for  example — 

Cirrhosis  of  the  Liver. — Here  the  increase  of  fibrous  tissue 
within  the  portal  canals  gradually  contracts,  narrowing  the 
lumen  and  compressing  the  portal  branches;  the  circulation 
is  not  so  free,  a  back  pressure  is  established,  the  vessels  forming 
the  portal  vein  (stomach,  intestine,  pancreas,  and  spleen)  are 
overdistended,  transudation  of  serous  fluid  into  the  abdominal 
cavity  takes  place  and  ascites  results,  or  into  the  lumen  of 
the  bowel  and  diarrhea  results.  Note  also  enlargement  of  the 
spleen  in  cirrhosis  of  the  liver  (due  to  venous  engorgement),  as 
well  as  dilatation  of  the  gastric  veins,  sometimes  resulting 
in  hemorrhage  and  hemoptysis. 

In  valndar  di^ea^e  of  the  heart  note  how  the  obstructed  cir- 
culation causes  back  pressure  in  the  inferior  vena  cava,  the 
hepatic  veins,  and  portal  capillaries.  This  chronic  engorge- 
ment terminates  in  structural  changes,  known  as  nutmeg  liver. 
No  less  notable  are  the  effects  of  pressure  upon  the  portal 
vein  by  neighboring  tumors. 
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The  lymphatics  of  the  liver  are  divided  into  a  superficial 
set,  which  arise  from  the  peripheral  lobules  and  course  beneath 
the  peritoneum,  and  a  deep  set,  which  start  from  the  lobules 
and  emerge  from  the  liver  in  company  with  the  portal  and 
hepatic  veins. 

According  to  Poirier,  these  lymphatics  terminate  in  five 
glandular  groups: 

(1)  The  glands  of  the  hilum. 

(2)  The  intrathoracic  glands  around  the  terminal  segment 
of  the  inferior  vena  cava. 

(3)  The  supraxiphoid  glands. 

(4)  The  peri-esophageal  glands,  which  are  continuous  with 
the  gastric  coronary  chain  group. 

(5)  The  glands  placed  round  the  celiac  axis. 

The  nerves  of  the  liver  are  from  three  sources — the  left 
pneumogastric,  the  solar  plexus,  and  the  right  phrenic.  Pain 
over  the  riyht  shoulder  h  significant  of  liver  disease.  Note 
how  it  is  reflected  along  the  right  phrenic  to  the  fourth  cervical 
nerve,  and  thence  to  the  supra-acromial  nerve. 

Clinical  Considerations. — In  practically  applying  the 
anatomic  facts  to  the  clinical  manifestations  it  is  necessary 
to  keep  well  in  mind  four  facts  concerning  the  liver:  its 
extensive  relationship,  its  fixed  position,  its  great  friability 
of  structure,  and  its  great  vascularity. 

Wounds  of  the  Liver. — Although  the  liver  is  well  pro- 
tected by  the  overlying  ribs  it  is  more  frequently  ruptured 
from  contusion  than  anv  other  abdominal  viscus.  This  is 
undoubtedly  due  to  its  fixed  position  and  friable  structure 
(Treves).  Such  injuries  are  followed  by  grave  hemorrhage 
and  death.  The  gra\ity  of  the  hemorrhage  is  due  to  the  fact 
that  the  torn  veins  possess  no  valves  and  are  adherent  to  the 
liver  tissue,  and.  therefore,  neither  retract  nor  collapse.  Note 
that  rupture  of  the  liver  may  occur  without  involving  the 
peritoneal  coat,  but  is  not  usually  fatal.  Penetrating  wounds 
of  the  liver  through  the  chest  wall  involve  the  pleura,  the 
lung,  the  diaphragm,  and  peritoneum;  a  fractured  rib  may 
penetrate  the  diaphragm  and  injure  the  liver. 

In  trounds  of  the  liver  imth  active  hemorrhage  remember 
that  the  hemorrhage  majf  be  temporarilif  stopped  by  introducing 
the  finger  into  the  foramrn  of  Winslow  and  compressing  the 
gastrohepatic  omentum — the  vascular  pedicle  of  the  liver  contain- 
ing the  hepatic  arterij  and  portal  vein. 

The  friability  of  the  liver  precludes  the  use  of  hemostatic 


THE  LIVER  423 

forceps  and  ligature.  Suture  ligatures,  applied  with  the 
greatest  care,  the  actual  cautery,  or  iodoform  gauze  packing 
are  measures  best  adapted  to  the  conditions. 

Abscess  of  the  liver  is  of  two  varieties:  (o)  Multiple  or 
pyemic  abscess. 

(b)  Single  or  tropical  abscess. 

The  former  cannot  be  benefited  by  surgical  treatment. 
The  latter  are  of  great  surgical  interest  because  of  their  com- 


plicated symptomatology'  and  their  curability  through  surgical 
intervention. 

Recall  the  relations  of  the  liver  and  note  the  possible  con- 
sequenceJi  of  an  abscess.  If  it  makes  its  way  to  the  convex 
surface  of  the  liver  it  may  ulcerate  through  the  diaphragm, 
form  adhesions,  and  perforate  the  lung,  to  l>e  evacuated  by 
the  bronchi.  Hence  there  may  be  symptoms  of  pleuropul- 
monary  irritation,  and  errors  in  diagnosis  are  liable  to  occur. 
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If,  on  the  other  hand,  it  makes  its  way  downward,  it  may  open 
into  the  peritoneal  cavity,  or  by  forming  adhesions  with  the 
abdominal  wall  find  its  way  to  the  surface,  or  with  a  neighboring 
viscus  open  into  the  stomach,  duodenum,  or  colon. 

Hydatid  cysts  are  more  frequently  found  in  the  liver  than 
in  any  other  of  the  viscera.  They  attain  a  large  size  and  may 
evacuate  their  contents  along  the  same  paths  as  an  hepatic 
abscess. 

Riedel's  lobe  is  a  tongue-like  process  of  liver  continuous 
with  the  right  lobe,  sometimes  extending  as  far  down  as  the 
right  iliac  fossa  (Fig.  222).  While  the  cause  is  not  definitely 
known,  it  is  a  fact  that  tongue-shaped  lobes  are  much  more 
frequent  in  women,  and  the  probable  explanation  may  be 
found  in  tight  lacing  and  cholelithiasis.  The  latter  cause  is 
substantiated  by  Terrier  and  Auvray,  who  assert  that  in  seven 
cases  where  the  morbid  condition  of  the  gall-bladder  was  treated 
the  tongue-like  lobe  disappeared. 

Many  errors  in  diagnosis  may  arise,  since  RiedeFs  lobe 
appears  as  an  abdominal  tumor  on  the  right  side  of  the  abdomen, 
descending  with  the  liver  on  respiration,  and  sometimes  tender 
on  pressure.  When  it  reaches  as  far  as  the  right  iliac  fossa 
it  may  simulate  appendicitis.  If  it  is  connected  with  the 
liver  only  by  a  pedicle  it  may  appear  as  a  movable  tumor  and 
simulate  a  floating  kidney. 

THE  GALL-TRACT 

The  gall»tract  consists  of  the  gall-bladder,  the  cystic  duct, 
the  hepatic  duct,  and  the  common  duct  (Fig.  223). 

The  gall-bladder  is  pear-shaped  and  is  divided  into  a  fundus, 
body,  and  neck.  It  is  attached  in  its  long  diameter  to  the 
lower  dome-shaped  surface  of  the  liver  by  connective  tissue 
and  covered  by  peritoneum. 

Sometimes  this  attachment  assumes  the  form  of  a  mesentery 
and  allows  a  certain  range  of  movement  on  the  part  of  the 
gall-bladder.  In  one  of  the  author's  dissections  a  gall-bladder 
was  found  filled  with  stones,  having  a  distinct  mesentery 
long  enough  to  produce  a  condition  of  ])tosis  of  the  bladder 
and  angulation  of  the  cystic  duct. 

The  only  part  of  the  gall-bladder  in  contact  with  the  abdomi- 
nal wall  is  the  fundus,  which  slightly  projects  beyond  the 
anterior  margin  of  the  liver  at  a  point  opposite  the  intersection 
of  the  costal  margin  and  the  outer  border  of  the  right  rectus 
muscle  (Fig.  224). 


THE  GALL-TRACT 


To  define  the  pnint  on  the  surface  nf  tlie  body  draw  a  line 
from  the  right  nipple  to  the  umbilicux.     At  the  point  where  (fti» 
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line  crosses  the  costal  margin  is  found  the  contact  point  of  the 
fundus  of  the  gall-bladder  with  the  anterior  abdominal  wall 
(see  Fig.  167). 

The  length  of  the  gall-bladder  is  about  3  in.;  its  widest 
diameter  about  IJ  in.;  its  capacity  about  IJ  oz. 

The  long  diameter  of  the  body  of  the  gall-bladder  is  directed 
upward,  backward,  and  to  the  left.  As  it  approaches  the 
neck  there  is  a  distinct  S-shaped  curve,  gradually  narrowing 
until  it  ends  in  the  cystic  duct. 

The  walls  of  the  gall-bladder  are  composed  of  three  coats, 
the  outer  or  peritoneal,  the  middle  fibromuscular,  which 
makes  it  very  tough  and  capable  of  great  distention,  and  the 
inner,  or  mucous  coat. 

The  arrangement  of  the  mucous  membrane  is  worthy  of 
consideration.  It  is  thrown  into  folds  which  become  more 
pronounced  as  the  neck  and  cystic  duct  are  approached. 
These  folds  are  known  as  the  valves  of  Heister  and  prevent 
the  passing  of  a  sound  into  the  normal  cystic  duct. 

Relations. — The  gall-bladder  is  in  relation  with  the  under 
surface  of  the  liver  above  and  with  the  second  part  of  the 
duodenum  and  the  transverse  colon  below,  the  fundus  being 
in  contact  with  the  anterior  abdominal  wall.  Thus  it  is 
possible  to  anastomose  the  gall-bladder  with  the  duodenum  or 
colon  to  deflect  the  flow  of  bile  when  obstruction  exists  in  the 
common  duct. 

The  blood  supply  of  the  gall-bladder  is  from  the  cystic 
artery,  a  branch  of  the  hepatic.  It  courses  along  the  cystic 
duct  to  the  neck  of  the  gall-bladder,  where  it  divides  into  two 
branches  which  run  on  either  side  of  the  gall-bladder  to  the 
fundus. 

The  nerves  of  the  gall-bladder  come  from  the  celiac  plexus  of 
the  sympathetic. 

The  cystic  duct,  about  J  in.  in  diameter,  extends  from  the 
neck  of  the  gall-bladder  obliquely  downward  about  1^  in., 
and  joins  the  hepatic  duct  (see  Fig.  223).  Just  at  this  point 
of  junction  is  a  lymphatic  gland  w^hich,  if  enlarged,  may  be 
mistaken  for  calculus. 

The  hepatic  duct  is  formed  by  two  trunks  which  come  from 
the  transverse  fissure  of  the  liver,  one  each  from  the  right  and 
left  lobes  respe(!tively,  and  uniting  form  the  common  hepatic 
duct.  It  j)asses  downward  for  about  2  in.  between  the  layers 
of  the  gastroliepatic  omentum  and  is  joined   by    the   cystic 
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duct.     The  confluence  of  these  two  ducts  forms  the  common 

duct  (see  Fig.  223). 

The  common  bile-duct  is  formed  by  the  junction  of  the 
cystic  and  hepatic  ducts.  It  is  about  3  in.  long  and  1  in.  in 
diameter.  It  descends  between  the  layers  of  the  gastrohepatic 
omentum  to  the  right  of 
the  hepatic  artery,-  the 
portal  vein  lying  liehind. 
It  passes  behind  the  first 
portion  of  the  duodenum 
and  in  front  of  the  head 
of  the  pancreas,  and  tra- 
verses the  wall  of  the 
second  portion  of  the 
duodenum,  into  which  it 
empties. 

The  course  of  the  com- 
mon bile-duct  may  be 
divitled  into  four  parts, 
the  names  of  which  indi- 
cate their  situations  (Fig. 
225). 

(a)  The  supraduodenal 
portion  is  very  short.  It 
occupies  the  free  border 
of  the  gastrohepatic  omen- 
tum, and  may  be  explored 
by  introducing  the  finger 
in  the  foramen  of  Win.slow. 
Robson  calls  attention  to  the  three  or  four  lymphatic  ^anda 
which  lie  in  contact  with  this  portion  of  the  duct,  and  which, 
when  enlarged,  may  be  mistaken  for  gall-stones. 

(b)  The  retroduodenal  portion  lies  behind  the  first  portion 
of  the  duodenum,  but  not  adherent  to  it,  so  that  it  may  be 
uncovered  and  examined. 

(c)  The  pancreatic  -poTtion  includes  the  portion  of  the  duct 
which  extends  from  the  inferior  bortler  of  the  first  part  of  the 
duodenum  to  the  point  where  the  duct  penetrates  the  wall 
of  the  second  part  of  the  duodenum.  It  is  in  intimate  relation 
with  the  head  of  the  pancreas,  passing  either  between  the  pan- 
creas and  descending  portion  of  the  duodenum  or  through  the 
head  of  the  pancreas.  This  portion  is  in  close  relation  with 
the  inferior  vena  cava  behind. 
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{d)  The  intraparietal  portion  is  that  portion  of  the  duct 
which  traverses  the  thickness  of  the  duodenal  wall.  It  passes 
obliquely  through  the  muscular  wall,  and  beneath  the  mucosa 
it  is  joined  by  the  pancreatic  duct,  which  together  form  a 
conical  cavity,  the  ampulla  of  Vater.  The  apex  of  this  cavity 
opens  into  the  duodenum  upon  a  papilla  situated  upon  one  of 
the  mucous  folds;  and  known  as  the 
papilla  of  Vater.  Oddi  contends  that 
the  ampulla  of  Vater  is  surrounded  by 
muscular  tissue  which  forms  a  veritable 
sphincter. 

Remember  that  this  ampulla,  into 
which  the  two  ducts  converge,  is  larger 
than  any  portion  of  the  common  duct. 
The  orifice  in  the  papilla,  upon  which  it 
opens  into  the  duodenum,  is  much  smaller 
than  any  portion  of  the  duct.  A  clear 
understanding  of  how  the  common  duct 
and  pancreatic  duct  join,  the  conical 
cavity  into  which  ttiey  empty,  and  the 
relatively  small  size  of  the  opening  of 
this  cavity  into  the  duodenum  is  abso- 
lutely essential  for  a  clear  understand- 
ing of  the  various  pathologic  conditions 
which  this  anatomic  arrangement  invites. 
^      ^>  Variations  in  the  formation  of  the 

Jl^^^  ampulla  of  Vater  and  the  termination 

^^^j^  of  the  common  and   pancreatic  ducta. 

Robson  (lescril>es  four  types,  as  follows: 
Firsl  fi/pe:  the  normal,  described  abovo 

FiQ,228.-THcVA«*-noN.       (Fifi.    226,  .4). 

THE  Aai-oLLTo*  Vater!  SecoTid  type:  the  pancreatic  and  com- 
mon duct,  joined  a  little  (Ustance  before 
entering  the  duodenum;  the  ampulla  of  Vater  is  absent  and 
the  opening  into  the  duodenum  is  by  a  flat  orifice  (Fig. 
226,  B). 

Third  t'lpc:  the  two  ducts  open  into  a  .'^mall  fossa  in  the 
wall  of  the  duodenum.  The  papilla  and  ampulla  of  Vater 
are  both  absent  (Fig.  226,  C). 

Fourth  t'lpe:  the  papilla  is  present,  liiit  the  ampulla  of  Vater 
is  absent,  and  the  two  ducts  open  side  by  side  at  the  apex 
of  the  papilla  (Fig.  226,  D). 

Abnormal   Position   of   the   Gall-bladder.— The   pos^ble 
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displacements  of  the  gall-bladder  are  interesting  from  a  clinical 
standpoint.    They  are  dependent  upon — 

(a)  Changes  in  the  form  and  size  of  the  liver.  In  cirrhosis 
of  the  liver  the  gall-bladder  is  carried  up  under  the  ribs.  In 
enlargement  of  the  liver  it  is  displaced  downward — with 
"Riedel's  lobe"  it  may  reach  as  far  as  the  cecum. 

(6)  Adhesions  between  the  gall-bladder  and  intestines, 
causing  the  gall-bladder  to  be  dragged  out  of  position. 

(c)  Presence  of  a  distinct  mesentery,  which  may  gradually 
lengthen  when  the  gall-bladder  is  filled  with  stones,  until  a 
condition  of  ptosis  of  the  bladder  is  established. 

(c?)  Changes  within  the  gall-bladder  itself,  chiefly  that  of 
distention.  It  is  well  to  remember  that  the  gall-bladder  may 
vary  in  size  from  that  of  a  cherry  to  the  proportions  of  an 
abdominal  tumor,  extending  as  far  as  the  symphysis  pubis. 

Note  Vincent's  case,  cited  by  Moynihan,  that  of  a  girl  eight 
and  a  half  years  of  age  presenting  an  abdominal  tumor  extend- 
ing from  the  right  hypochondriac  to  the  left  iliac  region  and 
to  within  three  fingers'-breadth  of  the  symphysis  pubis.  One 
hundred  and  sixty  centimeters  of  bile  was  aspirated.  Autopsy 
showed  this  to  be  a  tremendously  dilated  gall-bladder. 

The  gall-bladder  may  be  congenitalltf  absent,  or  it  may  be 
hour-glass  shaped — the  latter  condition,  however,  is  more 
frequently  due  to  the  contraction  of  an  old  ulcer. 

Clinical  Considerations. — From  a  mechanical  and  func- 
tional standpoint  the  least  important  part  of  the  gall-tract 
is  the  gall-bladder.  It  is  the  only  part  of  the  gall-tract  that  is 
not  essential.  Apparently  the  bodily  functions  are  carried 
on  as  well  when  it  is  absent  as  present.  Like  the  vermiform 
appendix,  to  which  it  has  often  been  compared,  its  function 
is  speculative  and  not  apparent.  The  gall-bladder  is  a  divertic- 
ulum of  the  bile-duct,  as  the  vermiform  appendix  is  a  divertic- 
ulum of  the  cecum.  Although  functionally  of  no  importance, 
surgically  it  is  a  center  of  great  interest,  and  next  to  the  appendix 
demands  more  attention  than  the  remaining  abdominal  viscera. 

To  understand  clearly  the  mechanics  of  the  gall-tract  keep 
three  points  well  in  mind. 

(a)  The  purpose  of  the  gall-tract — to  convey  the  bile  from 
the  liver  to  the  intestine. 

(6)  The  subsidiary  position  of  the  gall-bladder.  While  it 
is  a  part  of  the  gall-tract,  it  is  not  a  necessary  part,  and  the 
function  of  the  bile-tract  is  in  no  wise  compromised  by  its 
absence. 
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(c)  The  relation  of  the  pancreatic  duct  to  the  gallAract.  Since 
the  diseases  of  the  gall-tract  are  the  diseases  of  obstruction, 
the  surgery  of  the  gall-tract  is  largely  concerned  with  the 
removal  of  obstructions  to  the  free  flow  of  bile,  or  the  treatment 
of  remote  effects  of  obstruction.  The  principal  cause  of 
obstruction  is  the  formation  of  gall-stones,  to  which  the  gall- 
tract  is  predisposed.  A  consideration  of  the  mechanical 
effects  of  gall-stones  in  the  different  parts  of  the  gall-tract 
rationally  explains  the  symptomatology  and  suggests  the 
logical  treatment. 

Stones  in  the  gall-bladder  may  remain  for  years  quiescent 
without  producing  any  symptoms.  In  the  author's  dissections 
he  found  stones  in  the  gall-bladder  in  about  75  per  cent,  of 
the  subjects  dying  from  other  diseases.  This  is  easily  under- 
stood when  it  is  recalled  that  the  gall-bladder  is  merely  a 
diverticulum  of  the  gall-duct,  and  the  stones  lodged  there  in 
no  way  impede  the  free  flow  of  bile  into  the  intestine.  Stones 
in  the  gall-bladder  may,  however,  cause  inflammation  of  the 
mucous  coat  which  may  extend  to  the  peritoneal  coat;  hence, 
there  are  frequently  seen  adhesions  l)etween  the  gall-bladder 
and  neighboring  structures — the  stomach,  duodenum,  colon, 
and  anterior  abdominal  wall.  Furthermore,  gall-stones  may 
ulcerate  through  the  gall-bladder  and  be  discharged  into  the 
intestinal  tube;  in  fact,  gall-stones  have  been  found  impacted 
in  the  intestine,  causing  acute  intestinal  obstruction. 

Stone  in  the  Cystic  Duct. — Here,  again,  there  is  no  impedi- 
ment to  the  free  flow  of  bile  into  the  intestine;  hence,  there  is 
no  jaundice  symptom.  The  natural  secretion  of  the  gall- 
bladder, however,  is  dammed  back,  and  there  is  produced 
either  a  hydrops  of  the  gall-bladder  or,  if  infection  occurs,  an 
empyema  of  the  gall-bladder.  Obstruction  in  the  cystic  duct 
is  the  cause  of  the  enormously  distended  gall-bladders  which 
simulate  other  abdominal  tumors,  to  which  allusion  has  already 
been  made. 

Stone  in  the  main  bile-duct,  either  the  hepatic  or  common 
duct,  impedes  the  flow  of  bile  and  produces  jaundice.  A 
peculiarity  of  stone  in  the  common  duct  is  its  tendency  to 
produce  intermittent  jaundice.  This  has  been  explained 
by  Fenger,  as  follows:  A  stone  in  the  common  duct  has  a  ball- 
valve  action  because  the  common  duct  is  an  attenuated  funnel 
in  its  caliber,  being  largest  above  and  gradually  tapering 
down  to  tlie  ampulla,  where  it  is  smallest:  hence,  the  stone 
acts  like  a  ball  valve;  at  one  time  it  is  completely  obstructing 
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the  duct  and  producing  jaundice,  at  another,  changed  con- 
ditions dislodge  it  upward,  and  the  bile  flow  is  re-established 
and  the  jaundice  cleared  up. 

Stone  in  the  Ampulla. — Here  is  found  another  mechanical 
factor,  for  stone  impacted  here  will  not  only  dam  back  the  bile, 
but  also  the  pancreatic  secretion;  hence  the  influence  of  gall- 
stones in  producing  acute  pancreatitis  and  pancreatic  cysts. 

Carcinoma  of  the  Head  of  the  Pancreas. — Recall  the  fact 
that  the  common  duct  runs  between  the  head  of  the  pancreas 
and  the  intestinal  wall  and  sometimes  through  the  head  of  the 
pancreas.  A  growth  in  the  head  of  the  pancreas  would, 
therefore,  produce — 

(a)  Obstruction  in  the  common  duct — hence  jaundice. 

(6)  Obstruction  in  the  pancreatic  duct — hence  pancreatitis. 

(c)  Pressure  upon  the  portal  vein — hence  ascites. 

Operations  for  the  Relief  of  Obstruction  in  the  Gall- 
tract. — Since  the  fundus  of  the  gall-bladder  is  opposite  the 
point  where  the  external  border  of  the  right  rectus  muscle  joins 
the  costal  arch,  an  incision  along  the  external  border  of  the 
right  rectus  downward  will  generally  give  a  satisfactory  ex- 
posure of  the  parts.  Exploration  of  the  bile-tract  is  much 
facilitated  by  placing  a  cushion  under  the  patient^s  back  and 
thereby  throwing  the  parts  nearer  the  surface. 

The  gall-bladder,  if  distended  by  stones  or  fluid,  is  easily 
found;  on  the  other  hand,  it  may  be  retracted  beneath  the 
liver  and  hidden  by  adhesions.  The  ducts  are  examined  by 
tracing  the  cystic  duct  down  from  the  neck  of  the  gall-bladder 
or  by  inserting  the  index  finger  into  the  foramen  of  Winslow. 
The  common  duct  lies  anterior  to  the  foramen  and  at  the  free 
border  of  the  gastrohepatic  omentum. 

In  palpating  the  common  duct  rememljer  the  three  or  four 
lymphatic  glands  which  lie  in  front  of  the  common  duct. 
When  enlarged  they  simulate  calculi. 

The  removal  of  gall-stones  from  the  gall-bladder  or  cystic 
duct  is  usually  a  simple  procedure.  In  operating  upon  this 
part  of  the  gall-tract  the  surgeon  has  great  latitude,  since  the 
parts  may  be  removed  without  essentially  affecting  the  function 
of  the  bile-tract. 

In  removing  a  calculus  from  the  common  duct  the  procedure 
is  more  difficult,  depending  largely  in  what  segment  of  the 
duct  the  stone  is  impacted.  Before  opening  the  duct  an 
attempt  should  be  made  to  ''  milk  "  the  stone  into  the  duodenum 
or  crush  it  in  situ.     If  the  upper  segment  is  to  be  opened, 
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the  duct  is  drawn  well  forward  with  the  gastrohepatic  omentum 
aad  an  incision  made  in  its  long  axis  over  the  site  of  the  cal- 
culus (choledochotomy).  If  the  calculus  is  lodged  in  the 
intraparietal  segment  or  the  ampulla  it  is  best  reached  by 
opening  the  duodenum  and  cutting  down  upon  the  stone  from 
within  (duodenochoiedochotomy).  Should  it  be  found  imprac- 
tical to  remove  a  stone  from  the  common  duct,  relief  may  be 
afforded  by  connecting  the  gail-biadder  with  the  intestinal 
canal,  preferably  the  duodenum  (cholecystenterostomy)  (Fig. 
227).     The  sounding  of  the  l>i!e-ductH  by  passing  a  flexible 


(A)  The 


catheter  tii rough  an  opening  in  the  gall-bladder  is  rarely 
possible  through  a  normal  cystic  duct  because  of  the  valves  of 
Heister  and  its  tortuous  course.  When  a  cystic  duct  can  be 
sounded  it  is  the  sign  of  a  jirevious  inflammatory  process. 

THE  SPLEEN 

The  spleen  is  the  largest  of  the  so-calied  ductless  glands. 
The  products  which  it  elaborates  pass  directly  into  the  blood 
or  Ij'mph  channels.  Unlike  other  glands  with  an  internal 
secretion  its  extirpation  is  not  followed  by  any  ill  effects. 
In  form  it  is  like  a  flattened  oblong.  5  in.  long,  3  in.  wide, 
and  li  in.  thick.  Its  average  weight  is  7  oz.  It  is  subject 
to  great  physiologic  and  pathologic  variations. 

Situation. — It  is  deeply  placed  in  the  posterior  portion  of 
the  left  hypochondrium,  between  the  fundus  of  the  stomach 
and  the  diaphragm. 
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Surface  Markings. — It  occupies  an  area  covering  the 
nintb,  tenth,  and  eleventh  ribs,  bounded  by  two  vertical  lines, 
which  continue  the  anterior  and  posterior  folds  of  the  left 
axUla  (Fig.  228). 

Relations. — The  spleen  presents  three  surfaces — gastric, 
renal,  and  phrenic,  related  as  their  names  indicate.  The 
external  or  phrenic  surface  is  smooth  and  convex  and  related 
to  the  under  surface  of  the  diaphragm;  hence,  between  the 
spleen  and  the  ribs  is  the  diaphragm,  the  pleural  cavity,  and 


the  lower  margin  of  the  left  lung.  Note  the  difficulty  of  out- 
lining the  limits  of  the  spleen  by  percussion.  The  internal 
or  gastric  surface  is  concave  and  in  relation  with  the  fundus 
of  the  stomach.  On  this  surface  is  a  longitudinal  depression, 
the  kilum  of  Ike  spleen,  which  marks  the  points  of  entrance  of 
the  splenic  vessels. 

The  posterior  or  renal  surface  is  long  and  narrow,  and  is  in 
relation  with  the  convex  border  of  the  left  kidne}'.  The 
anterior  border  of  the  spleen  is  thin  and  sharp  and  notched. 
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This  is  the  border  which  emerges  from  beneath  the  ribs  when 
the  spleen  is  enlarged,  and  its  characteristics  are  of  great 
clinical  importance  in  differential  diagnosis. 

Ligaments. — ^The  spleen  is  surrounded  by  peritoneum 
except  at  the  hilum,  and  is  held  in  place  by  peritoneal  folds 
which  act  as  ligaments.  It  is  attached  to  the  diaphragm  by 
the  phrenosplenic  ligament.  The  splenic  flexure  of  the  colon, 
held  in  place  by  the  phrenocolic  ligament,  supports  the  spleen 
below  like  a  sling. 

The  gastrosplenic  omentum  contributes  no  support  to  the 
spleen.  It  is  simply  a  fold  of  peritoneum  which  connects 
the  hilum  of  the  spleen  to  the  cul-de-sac  of  the  stomach. 

Wandering  Spleen. — While  the  spleen  is  mobile  within 
certain  physiologic  limits,  due  to  the  influence  of  respiration 
and  digestion,  it  may  become  displaced  because  of  increased 
weight  when  enlarged,  and  the  consequent  relaxation  of  its  liga- 
ments. A  wandering  spleen  may  be  found  in  any  region  of  the 
abdomen,  even  as  far  down  as  the  pelvis.  It  has  been  found 
in  the  sac  of  an  inguinal  hernia  (Testut).  When  a  spleen  is 
displaced  it  may  be  treated  by  reposition  and  fixation  by 
mechanical  support  (elastic  belt),  or  by  operation  and  fixation 
with  sutures  (splenopexy),  or  it  may  be  necessary  to  remove 
it  (splenectomy). 

Blood-vessels. — The  splenic  artery  is  the  largest  branch 
of  the  celiac  axis.  It  runs  from  right  to  left  along  the  superior 
border  of  the  pancreas,  and,  after  furnishing  branches  to  the 
pancreas  and  stomach,  it  divides  into  six  or  eight  branches, 
which  enter  the  hilum  and  ramify  throughout  the  spleen. 

Characteristics. — (a)  The  large  size  of  the  vessel  in  pro- 
portion to  the  size  of  the  organ;  hence,  the  great  vascularity 
of  the  latter. 

(6)  The  branches  of  the  splenic  artery  are  terminal  branches 
(they  do  not  anastomose);  hence  obstruction  by  embolus  is 
followed  by  a  wedge-shaped  area  of  necrosis  (infarction). 

The  splenic  vein  is  formed  by  several  l)ranches  which  exit 
from  the  hilum  of  the  spleen.  It  runs  in  a  straight  course 
lx)low  tlie  artery  and  unites  with  the  superior  mesenteric 
vein  behind  the  head  of  the  pancreas  to  form  the  portal  vein. 

The  nerves  are  from  the  solar  plexus  and  enter  the  spleen 
with  the  vessels. 

Clinical  Considerations. — The  two  characteristics  of  the 
spleen,  its  l)rittleness  and  its  vascularity,  suggest  the  serious- 
ness of  splenic  injuries. 
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Wounds  of  the  Spleen. — While  the  spleen,  because  of  its 
protected  position,  is  not  so  liable  to  injury  as  the  liver,  it  may 
be  ruptured  by  direct  or  indirect  violence,  lacerated  by  a 
fractured  rib,  or  injured  by  a  penetrating  wound.  When  the 
spleen  is  enlarged  liability  to  injury  increases  in  proportion. 
Wounds  of  the  spleen  are  serious,  first,  because  of  hemorrhage; 
secondly,  because  they  are  frequently  complicated  by  wounds 
of  the  neighboring  viscera.  Wounds  of  the  spleen  demand 
prompt  intervention.  Small  wounds  may  be  sutured,  larger 
wounds  demand  splenectomy.  No  other  methods  of  control- 
ling splenic  hemorrhage  are  satisfactory. 

Splenectomy  is  indicated  in  wounds,  wandering  spleen, 
simple  hypertrophy,  and  in  Banti's  disease  (splenic  leukemia 
with  cirrhosis  of  the  liver).  While  this  operation  is  a  simple 
procedure  in  wandering  spleen  where  the  pedicle  has  become 
elongated,  it  is  a  difficult  operation  in  a  spleen  normally  situated. 
The  best  exposure  is  obtained  by  making  an  incision  either 
along  the  outer  border  of  the  left  rectus  muscle  or  parallel 
with  the  left  costal  arch.  The  organ  is  isolated  from  its  attach- 
ments and  the  vascular  'pedicle  ligated  as  close  to  the  hilum  as 
possible  and  with  the  lea^t  amount  of  traction^  because — 

(a)  Traction  on  the  pedicle  may  tear  the  splenic  vein. 

(6)  It  may  produce  profound  shock  through  the  solar  plexus 
reflex. 

(c)  Ligation  close  to  the  hilum  is  essential  to  avoid  injury 
to  the  tail  of  the  pancreas,  which  Herczel  has  shown  to  be  the 
cause  of  fever  .following  splenectomy.  According  to  this 
author,  injury  to  the  pancreas  sets  free  the  fat-splitting  fer- 
ments which  produce  fat  necrosis  and  the  consequent  peculiar 
fever. 

In  splenic  abscess  and  echinococcus  cysts  incision  and  drain- 
age are  indicated. 

THE  PANCREAS 

The  pancreas  is  the  "abdominal  salivary  gland.''  It  differs, 
liowever,  from  other  salivary  glands  in  that  it  not  onl)''  possesses 
an  external  secretion,  w^hich  plays  an  important  part  in  diges- 
tion, but  also  an  internal  secretion,  which  is  essential  to  normal 
metabolism.  Experimentation  has  shown  that  total  extirpa- 
tion of  the  pancreas  is  followed  by  dial)etes  and  rapid  emaciation; 
if,  on  the  other  hand,  any  portion  of  the  gland  is  left,  diabetes 
does  not  occur.     Symptoms  of  diabetes  with  rapid  emaciation 


436 


THE  AliDOMES  ASD   PELVIS 


is  indicative  of  a  grave  lesion  of  the  pancreas,  and  is  an  absolute 
contra-indication  to  operative  interference  (Testut). 

The  pancreas  is  an  elongated  glandular  organ  lying  behind 
the  stomach  and  extending  across  the  posterior  abdominal 
wall  at  the  level  of  the  second  lumbar  vertebra.  The  line  of 
the  pancreas  corresponds  to  a  point  about  3  in,  above  the 
umbilicus.  It  is  about  6  in.  long,  1}  in.  wide,  and  1  in.  thick. 
For  purposes  of  description  it  is  divided  into  head,  neck,  body, 
and  tail  (Fig.  229). 

The  head  is  the  expanded  right  extremity  which  lies  in  the 
concavity  of  the  duodenum.  It  bends  downward  and  lies 
below  the  general  level  of  the  ^land.     At  its  point  of  contact 


with  the  duodenum  the  head  is  embraced  by  a  vascular  loop 
formed  by  the  superior  and  inferior  pancreaticoduodenal 
vessels.  It  is  worth  noting  that  the  head  may  form  a  com- 
plete ring  around  the  descending  portion  of  the  duodenum, 
which  may  constrict  the  gut  and  profluce  dilatation  of  the 
stomach  by  obstructing  the  passage  of  the  food.  Note  also 
that  tumors  of  this  portion  of  the  gland  (especially  carcinoma) 
may  produce  symptoms  of  intestinal  obstruction  (Testut). 
Behind,  the  head  of  the  pancreas  is  related  to  the  inferior 
vena  cava,  the  left  renal  vein,  and  the  aorta.  Compression 
of  these  vessels  frequently  follows  tumors  of  the  head  of  the 
pancreas,  and  we  note  etlema  of  the  lower  extremities  from 
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compression  of  the  inferior  vena  cava,  or  ascites  from  com- 
pression of  the  portal  vein.  The  left  and  anterior  border 
presents  a  notch,  the  incisura  pancreatis,  in  which  lie  the 
superior  mesenteric  vessels. 

The  common  bile-duct  passes  between  the  duodenum  and 
the  head  of  the  pancreas,  or  through  the  substance  of  the 
gland  itself;  hence,  in  cancer  of  the  head  of  the  pancreas  or  in 
chronic  pancreatitis  the  duct  is  compressed  and  symptoms 
of  biliary  retention  and  obstructive  jaundice  ensue. 

The  neck  is  the  narrow  portion  of  the  gland  lying  between 
the  notch  formed  by  the  first  portion  of  the  duodenum  above 
and  the  notch  made  by  the  superior  mesenteric  vessels  below. 
On  its  posterior  surface  is  a  sulcus  in  which  lies  the  portal  vein. 

The  body  in  passing  transversely  across  the  posterior  abdom- 
inal wall  at  the  level  of  the  second  lumbar  vertebra  is  sep- 
arated by  the  aorta,  the  pillars  of  tlie  diaphragm,  the  splenic 
vein,  the  left  kidney  and  its  vessels,  and  the  suprarenal  capsule. 
Its  anterior  surface  is  covered  by  the  peritoneum  of  the  lesser 
sac  and  parti v  bv  the  stomach. 

The  tail,  or  left  extremity  of  the  pancreas,  is  in  contact 
with  the  internal  surface  of  tlie  spleen. 

Its  inferior  surface  rests  upon  tlie  duodenojejunal  flexure 
and  its  left  extremity  upon  the  splenic  flexure  of  the  colon. 
The  upper  border  of  the  pancreas  is  in  relation  with  the  celiac 
axis,  w^hich  gives  off  the  hepatic  and  splenic  arteries,  running 
along  its  upper  border  to  the  right  and  left,  respectively.  In 
general,  the  pancreas  presents  two  surfaces: 

(a)  A  posterior  or  lumbar  surface,  which  is  extraperitoneal 
and  inaccessible,  and 

(6)  An  anterior  or  abdominal  surface,  which  is  intrap>er- 
itoneal,  and  may  be  reached  through  an  abdominal  incision. 

The  Ducts. — The  principal  pancreatic  duct  is  the  canal 
of  Wirsung,  which  courses  through  the  pancreas  from  tail  to 
head,  and  unites  with  the  common  bile-duct  to  form  the  ampulla 
of  Vater,  which  opens  on  the  internal  surface  of  the  second 
portion  of  the  duodenum  (see  variations  in  the  ampulla  of 
Vater,  p.  428).  The  duct  of  Santorini  is  a  smaller  and  acces- 
sory duct,  which  is  given  off  from  the  main  duct  at  the  neck 
of  the  gland  and  empties  into  the  duodenum  about  1  in. 
above  the  orifice  of  the  ampulla  of  Vater.  As  a  rule,  the 
accessory  duct  is  able  to  take  the  place  of  the  main  duct  in 
case  the  latter  is  obstructed.  It  is  subject,  however,  to  great 
variations  from  the  normal  type. 
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Blood-vessels. — ^The  pancreas  has  an  abundant  blood 
supply,  which  is  derived  from  three  large  trunks — the  splenic, 
the  hepatic,  and  the  superior  mesenteric.  These  arteries 
and  their  branches  form  a  complete  anastomotic  circle  about 
the  gland  (see  Fig.  229). 

The  veins  of  the  pancreas  accompany  the  arteries  and  go  to 
form  the  radicles  of  the  portal  system. 

The  lymphatics  of  the  pancreas  terminate  in  glands 
scattered  along  the  splenic  vessels,  the  commencement  of  the 
superior  mesenteric  vessels,  and  the  vascular  arch  formed  by 
the  pancreaticoduodenal  arteries  about  the  head  of  the  pan- 
creas. 

The  nerves  come  from  the  solar  plexus. 

Accessory  Pancreas. — Small  isolated  masses  of  pancreatic 
tissue  are  found  chiefly  in  four  positions — in  the  wall  of  the 
stomach,  the  duodenum,  the  jejunum,  and  the  ileum  (Robson). 

Surgical  Considerations. — ^The  pancreas  is  so  deeply 
placed  that  it  is  impossible  to  palpate  it  except  in  very  thin 
subjects,  where  the  abdominal  wall  may  be  depressed  suffi- 
ciently to  reach  the  vertebral  column.  Recall  the  fact  that 
the  level  of  the  pancreas  is  opposite  a  point  3  in.  above  the 
umbilicus. 

The  difficulties  and  dangers  which  beset  the  operator  in  the 
surgery  of  this  gland  are  readily  appreciated  when  we  recall 
its  deep  situation,  its  intimate  relation  to  important  vascular 
structures — the  aorta,  the  inferior  vena  cava,  the  portal  vein, 
and  the  vessels  which  supply  it  directly — the  common  bile- 
duct  between  the  head  of  the  pancreas  and  the  duodenum  or 
included  in  the  head  of  the  pancreas,  and  its  own  main  duct, 
terminating  at  the  same  point. 

Modes  of  Access. — ^The  abdomen  having  been  opened 
in  the  median  line  above  the  umbilicus,  the  gland  may  be 
approached  by  three  routes: 

(a)  Above  the  lesser  curvature  of  the  stomach,  by  making 
an  opening  through  the  gastrohepatic  omentum.  The  lesser 
peritoneal  sac  is  opened  and  the  gland  found  behind  the  peri- 
toneum wliich  covers  its  anterior  surface. 

(6)  The  transverse  colon  and  its  mesentery  are  turned 
upward  and  the  small  intestine  depressed.  An  opening  is 
made  through   the  transverse  mesocolon. 

(c)  Through  an  incision  in  the  great  omentum  a  few  inches 
below  the  greater  curvature  of  the  stomach.  The  stomach 
is  retracted  upward  and  the  transverse  colon  downward,  and 
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the  entire  gland  exposed  lying  behind  its  peritoneal  covering. 
This  is  by  far  the  most  satisfactory  exposure  thai  can  be  obtained. 

Injuries  of  the  pancreas  are  rare  because  of  its  deep  posi- 
tion and  the  protection  which  it  receives  from  the  neighboring 
viscera.  In  fact,  a  wound  of  the  pancreas  is  scarcely  possible 
without  involving  other  adjoining  viscera. 

Tumors  of  the  Pancreas. — Carcinoma,  sarcoma,  adenoma, 
gumma,  and  tuberculosis  may  affect  this  gland,  but  carcinoma 
is  by  far  the  most  frequent  neoplasm  found  in  the  pancreas. 
It  attacks  the  head  of  the  gland  six  times  more  frequently  than 
the  tail  (Sutton).  The  secondary  effects  of  carcinoma  of 
the  head  are  obvious  in  its  pressure  on  surrounding  parts, 
notably  the  common  bile-duct,  causing  obstruction  of  the  bile 
current  and  consequent  jaundice;  the  portal  vein,  causing 
ascites;  the  duodenum,  causing  obstruction  and  dilatation  of 
the  stomach.  When  the  growth  involves  a  considerable  part 
of  the  gland  diabetes  may  develop. 

Pancreatic  cysts  are  usually  due  to  an  obstruction  of  the 
main  duct,  either  by  a  calculus  in  the  ampulla  of  Vater,  cica- 
tricial stenosis,  or  pressure  upon  the  duct  from  >\dthout.  They 
vary  in  size  from  a  pea  to  one  which  may  reach  into  the  pelvis. 
When  small  they  give  no  symptoms,  and  may  be  recognized 
accidentally  during  operation  for  other  causes.  As  it  increases 
in  size,  it  presents  between  the  greater  curvature  of  the  stomach 
and  the  transverse  colon.  The  extirpation  of  these  cysts  is 
neither  necessary  nor  possible.  They  are  best  treated  by 
incision  and  drainage,  the  margins  of  the  cysts  being  sutured 
to  the  abdominal  wall. 

Pancreatitis. — Inflammation  of  the  pancreas  is  usually 
the  result  of  infection  from  one  of  two  sources — from  the 
intestine  into  which  its  main  duct  empties,  or  from  the  biliary 
passages  with  which  its  main  duct  joins. 

Movable  Pancreas. — While  the  pancreas  is  normally  a 
fixed  organ,  it  may  be  partly  displaced  under  the  influence  of 
a  wandering  spleen.  It  has  been  found  in  the  contents  of  a 
diaphragmatic  hernia  and  an  umbilical  hernia. 

THE  KIDNEYS 

The  kidneys  are  placed  symmetrically  on  either  side  of  the 
last  dorsal  and  first  three  lumbar  vertebrae,  against  the  pos- 
terior abdominal  wall  and  behind  the  peritoneum.  Note  that 
they  lie  not  only  retroperitoneally,  but  are  entirely  indepen- 
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dent  of  the  peritoneum,  which  merely  passes  in  front  of  them 
without  being  adherent.  Their  convex  border  is  directed 
outward.  The  inner  Iwrder  is  concave  and  at  the  middle 
presents  a  notch,  the  hilum,  througli  whicli  pass  the  vessels, 
nerves,  and  excretory  duct,  and  together  form  the  pedicle  of 
the  kidney. 

In  the  normal  state  each  liidney  measures  4  in.  in  length, 
2J  in.  in  breadth,  and  U  in.  in  thiclvnesH.     The  left   kidney 


tha  twdllh  rih. 


is  B  little  larger  than  the  right.  The  kidneys  are  so  placed  that 
their  long  axis  is  directed  obliquely  from  above  down  and 
from  within  out  (Fig.  230);  i.  e.,  their  upper  extremities  are 
separated  by  a  distance  of  2^  in.,  their  lower  extremitiea  by 
a  distance  of  4  in.    The  hilum  of  the  left  kidney  is  2  in.  from 
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the  aorta  and  the  hilum  of  the  right  kidney  about  1}  in.  from 
the  vena  cava  (Morris). 

Surface  Anatomy.— In  front,  the  lower  pole  of  the  kidney 
corresponds  to  a  horizontal  line  drawn  through  the  umbilicus. 
A  vertical  line,  extended  upward  from  the  middle  of  Poupart's 
ligament  to  the  costal  arch,  has  one-third  of  the  kidney  to  its 
outer  side  and  two-thirds  to  its  inner  side  (Fig.  231).  Behind, 
Morris  indicates  the  position  of  the  kidney  by  four  lines  arranged 


in  the  form  of  a  rectangle — the  two  horizontal  lines  are  on  a 
level  with  the  spinous  process  of  the  eleventh  dorsal  and 
thinl  lumbar  vertebffc;  the  vertical  are  1  and  3  in.,  respectively, 
from  the  vertebral  spines  and  parallel.  The  hilum  of  the  kid- 
ney corresponds  to  the  level  of  the  first  lumbar  spine  (Fig. 
232).  The  lower  poles  of  the  kidneys  are  separated  from  the 
iliac  crests  by  a  distance  of  U  to  2  in.,  the  right  kidney  being 
on  a  slightly  lower  level  than  the  left  because  of  the  situation 
of  the  liver  on  the  right  side. 
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The  relation  of  the  twelfth  rib  to  the  kidney  is  a  laadmark 
of  great  practical  importance  because — 

(a)  It  crosses  obliciuely  Iwhind  the  kidney  at  the  jimctioa 
of  its  upijer  and  middle  thirds  (Fig.  232). 

(b)  The  lower  limit  of  the  pleura  normally  corresponds  to 
the  inner  half  of  the  twelfth  rib.  The  outer  half  is  extra- 
pleural (see  Fig.  230). 


(r)  The  twelfth  rib  is  soniefimes  rudimentary,  but  this 
does  not  affect  the  lower  limit  of  the  pleura. 

Therefore,  (a)  always  count  the  ribs  before  making  the  inci- 
sion for  lumbar  nephrectomy,  to  be  sure  of  a  normal  twelfth 
rib. 

(b)  Keep  away  from  the  vertebral  half  of  the  twelfth  rib. 

Investments   and    Means   of    Fixation.— The   kidney   is 
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invested  by  three  capsules:  (a)  The  fibrous  capsule  proper. 
which  is  thia  and  smooth  and  connected  to  the  gland  by 
loose  connective  tissue.  It  can  be  easily  stripped  from  the 
underlying  tissue. 

(b)  The  fatty  capsule  is  an  envelop  of  cellulo-adipose  tissue 
which  appears  about  the  tenth  year  and  varies  in  quantity 
according  to  the  condition  of  the  indi\iduat.  It  is  thicker 
behind  and  along  the  borders  than  in  front.  It  reaches  its 
maximum  thickness  below  the  inferior  end  of  the  kidney, 
where  it  forms  a  veritable  fatty  cushion  upon  which  the  kidney 
rests. 

(c)  The  perirenal  fascia  (Gerola's  capsule)  is  an  extension 
of  the  subperitoneal  fascia,  which  in  the  region  of  the  kidneys 
thickens  and  splits  into  two  layers,  enclosing  the  kidneys  with 


pogtenor  layers. 


its  fatty  capsule,  the  suprarenal  capsules,  the  renal  vessels, 
and  the  commencement  of  the  ureters  (Fig.  233). 

The  anterior  layer  passes  in  front  of  the  kidney  and  fuses 
with  the  same  layer  of  the  opposite  side:  above,  it  joins  the 
posterior  layer  and  is  attached  to  the  diaphragm. 

The  posterior  layer  pas-ses  Ijehind  the  kidney,  lining  the 
quaciratus  lumborum  and  psoas  muscles,  and  is  attached  to 
the  front  of  the  spine.  The  two  layers  join  at  the  external 
border  of  the  kidney. 

Thus,  the  perirenal  fascia  forms  an  incomplete  investment 
of  the  kidney  and  its  fatty  capsule;  for  observe  that,  while  it  is 
closed  above  and  along  the  outer  Iwrtler,  it  is  open  below 
and  along  the  inner  border  (Fig.  234).  Internally,  it  com- 
municates with  the  renal  fossa  of  the  opposite  side,  but  the 
great  vessels  in  front  of  the  vertebral  column  form  a  formidable 
barrier  between  the  two  fossse. 
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Below  it  cummiinicates  nith  the  Bubperitoneitl  tissue  of  the 
iJiac  fossa,  and  there  is  nothing  to  prevent  the  kidney  from 
gravitating  tiownward  when  its  means  of  fixation  are  relaxed. 
In  addition  to  its  fatty  and  fibrous  investments  the  kidney  is 
held  in  position  by  its  vascular  ped- 
icle and  by  intra-abdominal  pressure. 
Movable  Kidney. — In  order  to 
avnid  confusion  of  terms  movable 
kidney  is  here  used  in  its  anatomic 
definition,  viz.:  one  which  moves  ab- 
normally free  behind  the  peritoneum, 
in  contradistinction  to  "floaliny" 
kidney,  which  is  completely  invested 
with  peritoneum  and  thus  possesses 
a  meftonrjikron  which  allows  it  to 
hang  in  the  peritoneal  cavity  like 
the  small  intestine.  The  former 
condition  is  acquired,  the  latter  con- 
genital. 

The  mechanics  of  movable  kidney 
are  not  difficult  to  understand  when 
il.s  ]}osition  and  natural  means  of 
siijipurt  are  considere<l.  First,  the 
kidney  is  movable  within  certcua 
physiologic  limits.  It  ascends  and 
ilescends  with  respiration,  and  its 
natural  range  of  motion  varies  with 
the  sex  and  individual  peculiarities. 
Second,  it  has  no  special  ligaments  which  retain  it  in  place; 
it  depends  for  support  upon  its  fatty  cushion,  its  vascular 
pedicle,  and  intra-abdominal  pressure.  If  rapid  emaciation 
occur.?,  it  loses  the  support  of  its  fatty  cushion  and  displace- 
ment is  facilitated.  If  the  abdominal  wall  becomes  relaxed 
by  multiple  pregnancies  or  other  causes  intra-abdominal  pres- 
sure is  diminished  and  conditions  established  which  favor 
displacement. 

The  right  kidney  is  more  frequently  affected  than  the  left, 
due  to  its  intimate  relation  to  the  liver  and  the  greater  length 
of  the  right  vascular  pedicle.  Movable  kidney  occurs  more 
frequently  in  the  female,  because  the  reua!  fossse  are  narrower 
above  and  wider  below  than  they  are  in  men,  and  becauee  of 
the  relaxation  of  the  abdominal  walls  following  repeated 
pregnancies  and  the  mechanical  effects  of  the  corset.     Be»de 


THE  KIDyEYS  445 

the  displacement  of  the  kidney  itself  the  remote  effects  of 
movable  kidney  must  not  be  forgotten,  such  as  kinking  of 
the  ureter,  causing  renal  retention  and  hydronephrosis;  tortion 
of  the  renal  vessels,  causing  renal  engorgement;  traction  on 
the  duodenum,  causing  gastric  dilatation  or  obstruction  of 
l^e  Tjile-ducts  ahJtransjent  attacks  of  jaundice.  The  majority 
of  cases  of  movable  kidney  give  no  symptoms,  and  may  be 
maintained  in  place  by  an  appropriate  bandage.  This  method 
failing,  and  symptoms  demanding  it,  nephropexy  may  be  per- 
formed, in  which  the  kidney  is  replaced  and  anchored  by 
sutures  through  a  lumbar  incision. 

Relations  of  the  Kidneys. — Posteriorly,  the  relations  are 
the  same  on  the  two  sides  and  consist  of  a  thoracic  and  lumbar 


portion.  The  upper  or  thoracic  portion  rests  against  the 
diaphragm,  which  separates  it  from  the  pleura  as  it  dips  down 
to  form  the  phrenicocostal  sinus;  the  lower  or  lumbar  portion 
rest.s  upon  the  fascia  covering  the  psoas  and  quadralus  lum- 
borum  muscles.  The  twelfth  dorsal,  the  iliohj-pogastric,  and 
the  ilio-ingiiinal  nerves  pass  obliquely  outward  behind  the 
lower  half  of  each  kidney. 

Anleriorlii,  the  kidneys  have  important  relations  with  certain 
org:ms  within  the  ab<lominal  cavity,  and  it  should  be  noted 
that  while  the  kidneys  lie  l>ehind  the  posterior  parietal  peri- 
toneum, yet  certain  of  these  organs  intervene  between  the 
kidney  and  the  peritoneum  (Fig.  235).  The  relations  to  these 
organs  vary  upon  the  two  sides. 

The  right  kidney  is  related  from  above  downward  with  the 
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liver,  the  colon,  a.ad  the  peritoaeum.  Aloag  its  inner  margin 
it  is  overlapped  by  the  second  [xjrtion  of  the  duodenum  which 
crosses  at  a  right  angle  the  hiluin,  the  renal  vessels,  and  ureter. 
Note  that  the  colic  and  duodenal  areas  are  nonperitoneal. 

In  front  of  the  left  kidney  are  the  stomach,  the  splenic 
vessels  and  pancreas,  and  the  colon.  Along  the  upper  half 
of  the  outer  border  it  is  overlapped  by  the  spleen.  Note  that 
the  pancreatic  and  colic  areas  are  nonperitoneal. 

Structures  at  the  Hilum  of  the  Kidney. — The  internal 
concave  border  of  the  kidney  rests  almast  directly  upon  the 
transverse  processes  of  the  first  and  second  lumbar  vertebra, 
which  in  case  of  contusion  in  this  region  are  important  factors 
in  producing  rupture  of  the  kidney. 


i 


Fill.  23a. 


At  the  middle  of  the  internal  bonier  is  the  kilvm.  separated 
from  the  aorta  on  the  left  and  the  inferior  vena  cava  on  the  right 
by  a  ttistance  of  3  cm.  Thin  important  relation  «hould  be  revum- 
bered  in  perjorming  nephrcctomt/,  especially  when  adhesiona 
are  present.  Through  the  hilum  enter  or  emerge  the  various 
structures  which  form  the  pedicle  of  the  kidney,  as  follows: 
the  vein  in  front,  the  artery  in  the  middle,  and  the  ureter 
behind  (Fig.  2:^61.  It  is  obvious  that  a  wound  in  the  region 
of  the  hilum  ia  most  grave.  Note  also  that  the  pelvis  of  the 
ureter  is  most  accessible  from  behind. 
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The  Vessels  and  Nerves.— The  renal  arteries  are  large 
in  proportion  to  the  organs  which  they  supply.  They  arise 
from  the  abdominal  aorta  a  little  below  the  superior  mesenteric 
artery.  The  right  is  a  little  longer  than  the  left,  and  crosses 
behind  the  inferior  vena  cava.  Before  reaching  the  hilum  of 
the  kidney  the  arteries  divide  into  three  or  four  branches, 
which  occupy  the  middle  portion  of  the  pedicle  and  are  dis- 
tributed to  the  kidney  substance.  One  of  the  branches  at  the 
hilum  passes  posterior  to  the  pelvis  of  the  kidney,  and  should 
be  avoided  in  opening  the  pelvis  for  the  enucleation  of  calculi. 
It  is  well  to  remember  that  the 
branches  of  the  renal  artery, 
like  those  in  the  brain  and 
spleen,  are  terminal  arteries; 
that  is,  they  do  not  anasto- 
mose, so  that  an  obstruction 
of  one  of  the  branches  is  fol- 
lowed by  a  wedge-shaped  area 
of  necrosis  (infarction). 

The  renal  arteries  are  sub- 
ject to  great  variation  in  num- 
ber and  point  of  entrance. 
Most  important  of  these  is  an 
accessorij  renal  arlenj,  given  off 
from  the  abdominal  aorta  and 
passing  to  the  inferior  pole 
of  the  kidney.  The  presence 
of  such  a  branch  might  be 
the  source  of  great  danger 
in  nephrectomy,  and  Testut 
cites  a  case  where  an  acce.s- 
sory  artery  passing  in  front 
of   the   ureter    exerted    suffi-     '■'"■i^J™,I,VT,osiri-'i'™"RA''NCH™  ""^ 

Cient    pressure   to   protluce   hy-       a.  a.  Correcl  inrisipn;   B.  B.  ineorwct 
(Iroiieplirosis.  mnsion. 

.\  most  important  fact  regarding  the  renal  circulation  was 
first  suggested  by  Hyrfle,  who  pointed  out  that  the  pelvis  of 
the  kidney  separates  two  arterial  systems,  the  renal  artery 
giving  off  a  brant'h  which  supplies  the  dorsal  portion  of  the 
kidney,  and  a  branch  which  supplies  the  ventral  portion, 
and  that  Ijetween  these  two  vascular  sj-stems  is  a  nonvascular 
zone.  Brodel  has  further  developeti  this  suggestion  and 
shown  that  the  kidney  is  not  only  vascularized  by  two  arteria) 
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systems  separated  by  the  renal  pelvis,  but  that  there  is  a 
major  system  which  supplies  three-fourths  of  the  blood  to  the 
anterior  and  a  part  of  the  posterior  half  of  the  kidney,  and  a 
minor  system  which  supplies  one-fourth  of  the  blood  to  the 
remaining  posterior  portion  (Fig.  237).  These  two  systems 
do  not  anastomose  with  each  other,  and  between  them  is  a  non- 
vascular zone,  along  which  an  incision  may  be  made  through 
the  substance  of  the  kidney  and  into  the  pelvis  with  a  minimum 
amount  of  hemorrhage- 

"Brodel's  white  line"  is  a  longitudinal  white  line  found 
on  the  anterior  surface  near  the  convex  !>order;  it  is  formed 
bv  the  fusion  of  the  wiutish  lines  representing  the  columns  of 

aBertini  (Fig.  238,  AA).  Re- 
jncmber  that  wkU-c  the  line  13 
su]icrficiall!/  white,  behw  it  is 
the  most  vascular  region  of  the 
kidnc-!/. 
Correct  Incision  for  Split- 
tiny  the  Kidnc;/, — A  lon^- 
tudinal  incision  parallel  to 
"Bradel'.s  white  line,'"  about 
1  em.  toward  the  posterior 
surface  (Fig.  23S,  BB).  The 
incision  should  be  directed 
parallel  to  the  posterior  sur- 
face and  not  inclined  toward 
the  center  of  the  kidney  (see 
Fig.  237) ;  thus  there  is  left 
three-fifths  of  the  kidney  an- 
terior and  two-fifths  posterior 
to  the  incision. 
The  renal  veins  foLow  the 
general  course  of  the  arteries. 
The  branches  unite  and  leave 
the  hilum  as  a  single  trunk, 
which  is  situated  in  front  of 

F:o.23a.-,l,^,"BH6..EL'«W,„„LmE:":       '*^  '"^^H-      ThcT  take  a  hori- 

apL^isITraE'Kiustir  ''"^'*""'  "*"  zontal  course,  the  left  longer 
than  the  right,  which  passes 
in  front  of  the  aorta,  and  empty  into  the  inferior  vena  cava. 
The  left  renal  vem  is  joined  by  the  left  spermatic  vein,  and  both 
veins  receive  tributaries  from  the  fatty  capsule,  the  suprarenal 
^-apsule.  and  the  parietal  veins  of  the  lumbar  region.     Note 
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in  this  latter  fact  the  reason  for  cupping  or  counUrirritalion 
in  the  loins  for  the  relief  of  congestion  of  the  kidney. 

The  nerves  are  derived  from  the  solar  and  aortic  plexuses 
and  the  lesser  splanchnic  nerves  which  form  the  rencd  plexus. 
There  is  a  communication  between  the  renal  and  spermatic 
plexuses. 

This  nerve  supply  explains  the  many  reflex  symptoms  con- 
nected with  kidney  lesions — ^pain  in  the  testicle,  nausea  and 
vomiting,  and  vesical  tenesmus.  Pain  may  also  radiate  along 
the  upper  lumbar  nerves,  and  caries  of  fhe  upper  lumbar  ver- 
tebrte  be  mistaken  for  renal  calculus  (Woolsey). 

The  Lymphatics. — The  superficial  lymphatics  lie  beneath 
the  capsule  and  are  connecte<l  with  the  deep  lymphatics 
which  enter  the  kidney  substance  and  with  the  lymphatics  of 
the  fatty  capsule.  The  terminal  lymphatic  glands  lie  along 
the  vena  cava  and  the  abdominal  aorta.  Hence,  in  cancer 
of  the  kidney  it  is  necessary  to  remore  the  fatty  capsule  as  well 
as  the  gland  itself. 

Abnormalities.— There  are  certain  congenital  variations 
in  the  position  and  numl)er  of  the  kidneys  which  are  of  great 


practical  importance  to  the  surgeon.  The  kidney  is  not  always 
situated  in  its  normal  position,  for  it  must  l>e  remembered  that 
in  early  fetal  life  the  kidney  occupies  the  pelvis  and  subse- 
quently migrates  to  its  permanent  position.  Thus  in  defective 
migration  it  may  occupy  any  pasition  from  the  pelvis  to  the 
renal  fossfe.  Congenital  displacements  may  be  distinguished 
from  acquired  displacements  by  the  pedicle.  In  the  former 
the  pedicle  is  short  and  is  connected  with  the  large  trunks  at 
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the  level  of  the  displacement;  in  the  latter  the  pedicle  is  found 
elongated  (Taylor). 

Horseshoe  kidney  is  a  condition  in  which  the  lower  poles 
have  become  fused,  a  connective  strip  of  kidney  tissue  extending 
across  the  median  line  (Fig.  239).  The  two  kidneys  may 
also  be  fused  into  one  renal  mass  with  two  ureters.  Morris 
observes  that  fusion  of  the  two  kidneys  is  alw^ays  accompanied 
by  displacement,  and  the  mass  is  usually  situated  at  a  lower 
level  and  nearer  the  median  line. 

There  may  be  congenital  absence  of  a  kidney  or  atrophy  of 
a  kidney.  The  remaining  kidney  is  then  much  larger  than 
normal,  so  as  to  meet  the  functional  needs.  A  supernumerary 
kidney  has  been  observed,  sometimes  fused  with  the  normal 
kidney,  and  at  other  times  independent. 

The  fetal  kidney  is  distinctly  lobulated,  a  condition  which 
may  \ye  retained  in  adult  life. 

It  will  be  observed  that  the  above  variations  and  abnormal- 
ities have  a  distinct  significance  in  the  diagnosis  of  abdominal 
tumors,  since  misplaced  kidneys  are  often  malformed  kidneys, 
and  a  supposed  abdominal  tumor  might  easily  pass  unsus- 
pected of  its  renal  function.  Again,  when  nephrectomy  is 
contemplated,  the  absence  of  a  kidney  or  a  fusion  of  the  kid- 
neys is  a  matter  of  grave  concern. 

Clinical  Considerations.— Two  routes  are  available  for 
the  exposure  of  the  kidney — through  a  lumbar  or  an  abdominal 
incision.  The  former  is  always  preferable,  because  the  opera- 
tion is  extraperitoneal  and  satisfactory  drainage  is  insured. 
Indeed,  as  the  technique  of  the  lumbar  route  has  been  perfected, 
it  is  with  few  exceptions  the  only  justifiable  procedure. 

The  Ltunbar  Route. — The  most  advantageous  incision 
is  an  oblique  one,  starting  at  the  outer  edge  of  the  erector 
spinae  muscle,  about  a  finger's  breadth  below  the  twelfth  rib, 
and  continued  obliquely  downward  toward  the  anterior  sup- 
erior iliac  spine.  The  length  of  the  incision  depends  on  the 
stoutness  of  the  individual  and  the  condition  for  which  the 
operation  is  to  be  performed.  If  further  room  is  needed 
above,  the  lower  rib  or  ribs  may  be  excised  by  stripping  off 
the  periosteum  and  pushing  the  soft  parts  aside  so  that  the 
pleura  may  not  be  wounded.  When  room  is  required  below, 
the  incision  may  be  carried  forward  parallel  and  1  in.  above 
Poupart's  ligament.  Access  to  the  ureter  may  be  had  by 
stripping  up  the  peritoneum  without  opening  the  peritoneal 
cavity. 
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The  Abdominal  Route. — ^The  incision  is  made  along  the 
outer  edge  of  the  rectus  muscle  and  the  peritoneum  incised 
behind  and  to  the  outer  side  of  the  colon  so  as  to  avoid  gan- 
grene of  the  bowel. 

The  kidney  may  be  exposed  for  exploration  or  drainage 
(nephrotomy).  It  may  be  split  for  the  removal  of  stones 
{nephrolithotomy).  When  movable  it  may  be  anchored  in 
position  by  sutures  {nephropexy) ^  or  it  may  be  removed  {neph- 
rectomy). In  dealing  with  the  pedicle  it  is  well  to  remember 
that  the  vessels  are  directed  inward  toward  the  aorta  and  vena 
cava,  while  the  ureter  is  directed  downward  toward  the  bladder; 
hence,  the  vessels  and  ureter  should  l^e  ligated  separately, 
when  possible,  to  insure  the  safest  stump.  When  the  kidney  is 
bound  down  by  adhesions  the  result  of  perinephritic  inflamma- 
tion there  may  be  great  danger  in  attempting  to  separate  it 
from  the  adjoining  peritoneum  and  great  vessels.  A  sub- 
capsular nephrectomy  is  then  the  safest  procedure,  and  is  per- 
formed by  separating  the  kidney  from  its  fibrous  capsule  as 
far  as  the  hilum,  where  the  pedicle  can  be  secured. 

In  performing  nephrectomy  the  irregularity  in  the  distribu- 
tion of  the  renal  vessels  (see  p.  447)  should  be  kept  in  mind. 

Rupture  of  the  kidney  is  not  so  serious  an  injury  as  a  like 
lesion  in  the  liver  or  spleen.  Because  of  its  extraperitoneal 
position  extravasation  of  blood  and  urine  do  not  infect  the 
peritoneal  cavity. 

Perinephritic  abscess  is  a  collection  of  pus  in  the  fatty 
capsule  surrounding  the  kidney.  It  may  be  due  to  disease  of 
the  kidney  itself,  or  to  the  extension  of  inflammation  from 
neighboring  parts.  When  the  relations  of  the  renal  fossae 
are  recalled  the  progress  of  such  an  abscess  is  readily  under- 
stood. It  may  burrow  upward  and  make  its  way  through  the 
diaphragm  into  the  pleural  cavity;  it  may  point  externally  in 
the  loin,  usually  at  the  triangle  of  Petit;  it  may  burrow  down- 
ward into  the  iliac  fossa  and  open  into  the  colon  or  bladder. 
Rarely  does  it  perforate  the  peritoneum.  Likewise  a  peri- 
nephritic abscess  may  be  propagated  from  an  appendicitis,  or 
an  empyema  making  its  way  through  the  diaphragm. 

Renal  ttunors  in  general  are  distinguished  by  their  position, 
they  do  not  move  with  respiration,  and  by  the  zone  of  resonance 
in  front  caused  by  the  overlying  colon.  Sarcoma  is  by  far 
the  most  common  form  of  malignant  tumor  which  attacks  the 
kidney,  and  is  most  frequently  seen  in  children.  In  tubercular 
and  hydatid  cysts  the  kidney  may  attain  an  extremely  large  size. 
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The  ureters  are  the  excretory  ducts  which  extend  from 
the  kidneys  to  the  base  of  the  bladder.  They  are  about  14  in. 
long,  the  average  width  of  a  goose-quill,  and  lie  entirely  behind 
the  peritoneum. 

The  ureter  arises  at  the  level  of  the  hUum  of  the  kidney 
by  a  swelling  known   as  t!ie   renal   pelvis,  which   lies  behinil 
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the  vessels,  and  is  directed  obliquely  downward  and  inward, 
lying  upon  the  psoas  musde.  to  the  pelvic  brim,  where  it 
crosses  the  common  ihar  arterj-  at  the  level  of  its  bifurcation. 
It  then  dips  into  the  pelvic  cavity,  following  its  curvature, 
and  terminates  in  the  bane  of  the  bladder,  after  having  passed 
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for  nearly  1  in.  obliquely  between  its  muscular  and  mucous 
coats  (Fig.  240). 

The  diameter  of  the  ureter  is  not  uniform;  it  presents  three 
points  of  constriction  and  two  intermediate  fusiform  dilata- 
tions (Fig.  241).  The  first  constriction  is  situated  a  little 
below  its  origin  and  is  about  3.2  mm.,  the  narrowest  part  of 
the  ureter.  The  second  constriction  is  at  the  brim  of  the 
pelvis  where  the  diameter  is  4  mm.,  and  the  third  constriction 
is  at  its  termination  in  the  bladder. 

The  abdominal  dilatation  has  a 
diameter  of  8  mm.,  the  pelvic  dila- 
tation about  the  same,  but  some- 
what irregular.  Note  the  effect  of 
these  constricted  points  upon  a  cal- 
culus passing  down  the  ureter.  Theif 
are  the  points  at  which  the  calculus 
is  most  liable  to  become  impacted; 
they  are  the  points  at  which  a  stricture 
from  cicatrization  of  an  ulcer  is  gen- 
erally located. 

The  walls  of  the  ureter  are  com- 
posed chiefly  of  muscular  and  fibrous 
tissue  and  are  thin  like  those  of  a 
vein,  w4th  which  it  may  be  con- 
founded, but  they  possess  great  elas- 
ticity, so  that  they  are  capable  of 
dilating  to  such  an  extent  that  they 
may  form  abdominal  tumors  which 
may  be  felt  and  seen.  Again,  its 
elasticity  permits  a  certain  portion 
of  it  to  be  excised  and  the  ends 
anastomosed. 

The  ureter  is  loosely  imbedded 
in  the  subperitoneal  connective  tis- 
sue, so  that  it  is  not  onlv  flexible,  but 
mobile.  When,  therefore,  a  kidney 
is  displaced  there  may  be  a  sudden 

kinking  of  the  duct  w^hich  arrests  the  passage  of  urine  and  gives 
rise  to  a  hydronephrosis.  When  the  bend  in  the  ureter  subsides 
the  hydronephrosis  disappears,  to  reappear  when  like  conditions 
are  repeated;  such  is  the  mechanism  of  intermittent  hydroneph- 
rosis. 

Course  and  Relations. — At  the  hilum  the  pelvis  of  the 


Fig.  241. — Schematic  Repre- 
sentation or  THE  Ureter, 
Showing  Points  of  Con- 
striction AND  Intermediate 
Dilatations. 

A,  Constriction  at  pelvis  of 
kidney;  B,  iliac  constriction;  C, 
vesical  constriction. 
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ureter  lies  behind  the  renal  vessels,  although  branches  of  the 
vein  and  artery  may  sometimes  be  found  overlying  its  deep 
aspect.  Just  Mow  the  renal  pelvis  the  ureters  are  about  4  in. 
apart.  They  descend  behind  the  peritoneum,  lying  upon  the 
psoas  muscle,  which  separates  them  from  the  transverse 
processes  of  the  vertebrjB,  the  proximity  of  which  may  con- 
tribute to  their  laceration  in  certain  abdominal  contusions. 

Internalhjj  the  right  ureter  is  closely  related  to  the  inferior 
vena  cava;  the  left  to  the  aorta  and  the  inferior  mesenteric 
vessels. 

Externally,  it  courses  along  the  side  of  the  ascending  colon 
on  the  right,  the  descending  colon  on  the  left. 

In  fronty  the  ureter  is  covered  by  peritoneum,  to  which  it 
adheres,  except  at  its  upper  portion  on  the  right  side,  where 
the  third  part  of  the  duodenum  intervenes. 

In  the  lower  portion  on  both  sides  it  is  separated  from  the 
peritoneum  by  the  spermatic  vessels  in  the  male,  the  ovarian 
vessels  in  the  female,  and  crossed  by  branches  of  the  mesenteric 
arteries  distributed  to  the  ascending  and  descending  colon. 
The  peritoneum  separates  the  ureter  from  the  coils  of  small 
intestine,  and  if  the  appendix  has  an  inward  or  upward  direc- 
tion it  may  lie  across  the  right  ureter.  From  the  above  rela- 
tions it  will  l)e  observed  that,  while  the  posterior  surface  of 
the  ureter  has  no  important  vascular  relations,  its  anterior 
surface  is  in  contact  with  numerous  vessels  which  interdict  the 
use  of  the  abdominal  route  for  ureteral  intervention.  At  the 
pelvic  brim  the  distance  l)etween  the  ureters  is  about  3  in. 
They  cross  the  iliac  vessels,  either  the  common  or  the  external 
iliac  artery  and  vein,  lying  behind  the  termination  of  the  ileum 
on  the  right  side,  and  the  intersigmoid  fossa  of  the  sigmoid 
flexure  on  the  left.  Note  the  importance  of  these  relations 
in  ligating  the  iliac  arteries.  It  is  well  to  remember  that  at 
this  point  the  ureters  approach  nearest  to  the  anterior  abdomi- 
nal wall,  and  hence  may  be  here  the  more  readily  palpated. 

Halle's  point  is  the  landmark  on  the  surface  of  the  abdomen 
which  corresponds  to  the  point  where  the  ureter  crosses  the 
pelvic  brim.  It  is  located  by  the  intersection  of  tw^o  lines,  one 
horizontal,  connecting  the  two  anterior  superior  iliac  spines, 
the  other  a  vertical  line,  projected  upward  from  the  pubic  spine. 

In  the  pel  via  the  ureter  may  be  divided  into  a  descending  and 
a  transverse  portion.  It  has,  however,  important  relations 
which  differ  in  the  two  sexes,  and  hence  must  be  considered 
separately. 
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In  the  nude  the  descending  or  parietal  portion,  after  cross- 
ing the  brim  of  the  pelvis,  descends  along  the  lateral  wall 
of  the  pelvis  and  the  inner  side  of  the  internal  iliac  vessels 
to  a  point  about  1  to  IJ  in.  in  front  of  the  spine  of  the  ischium 
(Morris).  At  this  point  it  bends  inward  and  takes  a  transverse 
direction. 

The  transverse  or  visceral  portion  lies  between  the  posterior 
surface  of  the  bladder  and  the  anterolateral  surface  of  the 
rectum.  It  crosses  behind  the  vas  deferens  and  enters  the 
bladder  wall  in  front  of  the  upper  end  of  the  corresponding 
seminal  vesicle.  At  this  point  the  ureters  are  situated  about 
2  in.  apart.  Note  the  fact  that  the  ureter  passes  through 
the  bladder  wall  in  an  obUque  direction  for  nearly  1  in., 
so  that  the  mucous  fold  within  the  bladder  acts  as  a  valve, 
closing  the  ureteral  orifice  and  preventing  a  back-flow  during 
intravesical  pressure.  Again,  the  vesical  orifice  of  the  ureter 
is  surrounded  by  a  sphincter.  These  two  facts  play  an  impor- 
tant r61e  in  protecting  the  kidney  against  ascending  infection 
from  the  bladder. 

In  the  female  the  pelvic  ureter  dififers  from  the  male  in  its 
transverse  or  visceral  portion.  It  traverses  the  base  of  the 
broad  ligament  in  company  with  the  uterine  vessels.  At 
this  point  it  is  \  in.  from  the  base  of  the  cervix.  The  ureter 
crosses  behind  the  uterine  arterij  and  descends  obliquely  along 
the  lateral  fornix  of  the  vagina  to  the  vesicovaginal  space, 
where  it  enters  the  base  of  the  bladder  at  a  point  about  1 
in.  below  the  level  of  the  external  os. 

Abnormalities  of  the  ureter  are  quite  frequent,  and  consist 
of  a  double  renal  pelvis  uniting  to  form  a  single  ureter;  a 
double  ureter  usually  only  on  one  side;  and  abnormal  ter- 
minations of  the  ureter.  Sometimes  the  ureter  may  empty 
into  some  part  of  the  urethra,  the  seminal  passages,  the  vagina, 
or  even  the  rectum  (Morris). 

Clinical  Considerations. — It  is  obvious  that  the  ureter 
plays  an  important  role  in  surgical  pathology  because  of  the 
obstructions  which  may  occur  from  within  (calculus),  or  by 
pressure  from  without,  especially  in  pelvic  tumors.  In  abdomi- 
nal and  pelvic  operations  wounds  of  the  ureter  should  be 
carefully  guarded  against,  more  especially  in  operations  on 
the  lower  part  of  the  uterus.  When  the  ureter  is  wounded 
<luring  the  course  of  an  operation  immediate  suture  of  the 
divided  ends  is  indicated,  or  the  implantation  of  its  upper 
end  into  the  bladder  or  intestine. 
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The  oliservation  of  Harker  that  liguture  of  the  ureter  some- 
times produces  a  marked  effect  upon  the  pulse  is  worthy  of 

The  suprarenal  glands  (adrenals)  lielong  to  the  class 
of  ductless  gliuids.  Although  the  function  of  these  glands  is 
not  definitely  known,  it  is  evident  that  their  destruction. 
either  by  disease  or  experimentally,  is  not  compatible  with 
life.  Furthermore,  an  extract  has  i)een  made  from  the  supra- 
renal gland,  adrenalin,  which  has  a  marked  vasoconstrictive 
action,  and  is  commonly  used  as  a  hemostatic.     From  this 


fact  it  has  Ijeen  thought  that  the  secretion  of  the  suprarenal 
plays  an  important  part  in  the  regulation  of  the  bl ood -pressure - 
The  suprarenals  are  much  larger  in  the  child  than  in  the  adult 
and  atrophy  with  age.  These  glands  do  not  occupy  the  upper 
pole  of  the  kidney,  as  is  generally  stated.  They  are  atuated 
at  the  internal  border  of  the  kidney,  above  the  vascular  pedicle 
(Fig.  242).  They  resemble  in  shape  a  quadrangular  pyramid 
with  the  base  below  and  concave,  to  conform  to  the  convexity 
of  the  kidney,  with  which  they  are  connected  by  loose  sub- 
peritoneal fascia.    They  average  about   lA  in.  in  length  and 
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2  in.  in  breadth  at  their  base.  They  are  loosely  attached  to 
the  kidney,  but  are  firmly  attached  to  the  neighboring  organs 
by  distinct  ligaments — one  goes  from  the  anterior  surface 
of  the  gland  to  the  inferior  vena  cava,  another  from  the  inferior 
surface  to  the  liver,  and  a  third,  the  most  resistant,  from  its 
superior  angle  to  the  diaphragm.  Thus  it  will  be  observed  that 
while  the  suprarenals  are  held  firmly  in  position  they  are  com- 
paratively independent  of  the  kidney,  so  that  changes  in 
position  of  the  kidney  do  not  affect  the  suprarenal,  and  extirpa- 
tion of  the  kidney  leaves  this  gland  undisturbed.  On  the 
other  hand,  while  extirpation  of  the  suprarenal  gland  is  a 
surgical  possibility  the  diagnosis  of  its  affections  cannot  be 
made  until  surgical  intervention  is  futile. 

Vessels  and  Nerves. — ^The  suprarenals  possess  a  specially 
rich  vascular  and  nerve  supply  out  of  all  proportion  to  their 
size.  They  are  each  supplied  by  no  less  than  three  arteries, 
branches  from  the  aorta,  inferior  phrenic,  and  the  renal. 

The  veins  unite  to  form  one  large  central  vein,  which  empties 
into  the  renal  vein  on  the  left  and  the  inferior  vena  cava  on 
the  right. 

The  nerves  are  especially  numerous  and  are  derived  from  the 
solar  and  renal  plexuses. 

Addison's  disease  is  due  to  tuberculosis  of  the  suprarenal 
capsules  and  demonstrates  by  its  strange  phenomena  the 
derangement  of  metabolism  following  the  loss  of  this  internal 
secretion.  It  is  marked  by  a  peculiar  pigmentation  or  bronzing 
of  the  skin  accompanied  by  profound  constitutional  distur- 
bances. 

Apoplexy  into  the  suprarenals  is  a  cause  of  death  in  the 
newborn. 

VESSELS  AND  NERVES  OF  THE  ABDOMEN 

Behind  the  peritoneum  and  in  front  of  the  vertebral  column 
lie  the  aorta,  the  inferior  vena  cava,  the  thoracic  duct,  and  the 
great  sympathetic  nerve. 

The  abdominal  aorta  extends  from  the  aortic  opening  of 
the  diaphragm,  and  descending  along  the  vertebral  column 
a  little  to  the  left  it  terminates  at  the  fourth  lumbar  vertebra, 
where  it  divides  into  three  branches. 

Relations. — Behind,  the  vertebral  column;  in  front,  the 
lesser  omentum  and  stomach,  the  third  portion  of  the  duodenum, 
the  mesentery  and  aortic  plexus;  on  the  right  side,  the  inferior 
vena  cava,  the  vena  azygos,  thoracic  duct,  and  right  semilunar 
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ganglion.  If  the  abdominal  walls  are  thin  the  pulsations  of 
the  aorta  can  be  readily  felt  in  front  of  the  vertebral  eolunin, 
and  efficient  compression  may  be  made  near  its  bifurcation 
(just  above  the  umbilicus)  where  it  approaches  nearest  the 
surface.  Note  also  that  direct  compression  of  the  aorta  is 
practical  during  operative  procedures  when  the  emergency 
demands  it,  especially  in  the  female  pelvis. 

Aneurysm  of  the  abdominal  aorta  occurs  most  frequently 
at  the  celiac  axis,  which,  because  of  the  sudden  deviation  in  the 
course  of  the  circulation,  is  subjected  to  greater  strain.  Note 
the  pressure  symptoms  produced  by  such  an  aneurysm — on 
the  diaphragm,  dyspnea;  on  the  esophagus  and  stomach, 
dysphagia;  on  the  biliary  ducts,  jaundice;  on  the  renal  veins, 
albuminuria;  on  the  ureters,  hydronephrosis;  on  the  inferior 
vena  cava,  edema  of  the  legs;  and  on  the  nerves,  visceral  and 
lumbar  pains. 

Ligation  of  the  abdominal  aorta  has  been  performed  a 
number  of  times,  but  in  every  instance  death  has  occurred 
from  a  few^  hours  to  forty-three  days  after  operation.  Theoreti- 
cally, it  is  possible  to  ligate  the  abdominal  aorta  at  its  lower 
two  inches;  that  is,  below  the  origin  of  the  inferior  mesenteric 
artery,  so  that  a  collateral  circulation  may  be  established  favor- 
able to  the  pelvic  organs  and  the  lower  extremities. 

The  inferior  vena  cava  is  a  much  larger  trunk  than  the 
aorta.  It  occupies  the  right  side  of  the  vertebral  column  and 
is  placed  to  the  right  of  the  artery.  It  is  formed  at  the  level 
of  the  intervetebral  disk  which  separates  the  fourth  and  fifth 
lumbar  vertebrae,  by  the  union  of  the  common  iliac  veins. 
It  passes  upward  to  the  under  surface  of  the  liver,  the  posterior 
surface  of  which  it  grooves,  and  travei^ses  the  central  tendon 
of  the  diaphragm  to  terminate  in  the  lower  and  back  part  of 
the  right  auricle. 

Relations. — Behind,  the  vertebral  column,  the  great  sym- 
pathetic, the  right  renal  and  lumbar  arteries,  the  right  cms 
of  the  diaphragm;  in  front,  the  mesentery,  right  spermatic 
artery,  third  portion  of  the  duodenum,  the  head  of  the  pancreas, 
portal  vein,  posterior  surface  of  the  liver,  which  sometimes 
completely  surrounds  it.  On  the  left  side  with  the  aorta,  on 
the  right  side  with  the  psoas  muscle,  the  abdominal  ureter, 
the  internal  border  of  the  right  kidney,  the  right  suprarenal 
gland.  The  relations  of  the  inferior  vena  cava  are  of  special 
importance  in  the  surgery  of  the  kidney.  In  the  course  of  a 
nephrectomy,    especially    for   adherent    tumors   of   the    right 
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kidney,  the  vena  cava  has  been  wounded  in  many  instances. 
In  case  of  a  linear  wound,  suture  of  the  vein  has  been  per- 
formed with  success.  If  the  wound  is  too  large  for  suture  the 
vena  cava  should  be  ligated  above  and  below  the  wound. 
Circulation  is  re-established  through  the  lumbar  and  spinal 
veins,  and  the  vena  azygos  major. 

The  lymphatic  ganglia  of  the  abdomen  consist  o(  a  chain  of 
retroperitoneal  lymph-nodes  grouped  about  the  great  vessels 
and  communicating  above  with  lymphatics  of  the  mediastinum, 
below  with  those  of  the  pelvis.  All  the  viscera  of  the  abdomen 
and  pelvis  are  drained  by  these  lymph  chains,  which  in  turn 
are  drained  by  the  receptaculum  chyli.  These  lymph-nodes 
may  be  the  site  of  tubercular  and  cancerous  degeneration  as 
well  as  subperitoneal  abscess. 

The  thoracic  duct  is  the  main  trunk  of  the  lymphatic  system 
and  drains  all  the  lymphatic  vessels  of  the  body  below  the 
diaphragm,  and,  as  a  rule,  the  lymph  from  the  left  side  of  the 
body  above  the  diaphragm.  (The  remaining  lymph-vessels 
are  drained  by  the  right  lymphatic  duct.)  It  begins  in  a 
dilatation — the  receptaculum  chijli,  situated  in  front  of  the 
second  lumbar  vertebra  to  the  right  and  behind  the  aorta. 
It  ascends  and  passes  through  the  aortic  opening  in  the  dia- 
phragm, traversing  the  whole  extent  of  the  posterior  medias- 
tinum, passing  behind  the  arch  of  the  aorta  on  the  left  of  the 
esophagus,  and  at  the  level  of  the  seventh  cervical  vertebra 
curves  outward  and  downward  in  front  of  the  scalenus  anti- 
cus  muscle,  forming  an  arch  over  the  subclavian  artery,  where 
it  terminates  in  the  left  subclavian  vein  at  its  angle  of  junc- 
tion with  the  left  internal  jugular  vein.  It  is  not  rare  to  find 
the  canal  opening  by  many  separate  trunks  into  the  jugular 
and  subclavian  veins  (Tillaux).  The  danger  of  wounding  the 
thoracic  duct  in  operations  at  the  root  of  the  neck  on  the 
left  side  has  already  been  alluded  to  (see  page  173). 

Chylous  ascites  may  occur  because  of  tumor,  injury  to,  or 
pressure  on  the  thoracic  duct. 

The  nerves  of  the  abdominal  viscera  are  derived  from 
plexuses  formed  by  the  sympathetic  and  branches  of  the 
pneumogastric  and  phrenic  nerves. 

The  solar  plexus  is  the  great  abdominal  plexus,  and  is 
composed  of  the  two  semilunar  ganglia  which  surround  the 
trunks  of  the  celiac  axis,  the  superior  mesenteric,  and  renal 
arteries.  It  is  situated  in  front  of  the  aorta,  the  crura  of  the 
diaphragm,  and  internal  to  the  suprarenal  capsules,  extend- 


460  THE  ABDOMEN  AND  PELVIS 

ing  downward  as  far  as  the  pancreas.  From  this  main  plexus 
branch  plexuses  are  derived  which  accompany  the  arteries  to 
the  various  viscera. 

Observe  that  the  solar  plexus  communicates  with  the  thoracic 
and  spinal  nerves,  with  the  phrenic  and  pneumogastric  nerves; 
that  it  supplies  the  viscera  within  the  abdominal  ca\ity,  and 
communicates  with  the  nerves  which  supply  the  walls  of  the 
cavity;  that  its  distribution  is  both  visceral  and  vascular, 
since  the  branches  to  the  various  viscera  accompany  the  arteries 
in  their  minutest  ramifications.  Thus  the  solar  plexus  has 
been  called  the  '* abdominal  hrain,^^  because  of  its  physiologic 
importance  and  the  profound  effects  which  follow  its  distur- 
bance. 

Shock  is  chiefly  solar  plexus  depression,  resulting  in  relaxa- 
tion of  the  abdominal  vasomotors,  a  retention  of  a  large  portion 
of  the  circulating  blood  in  the  abdominal  vessels,  and  a  con- 
sequent brain  anemia.  A  blow  on  the  abdomen  over  the  solar 
plexus  may  cause  instant  death  without  e^^dence  of  external 
violence.  Note  the  effects  of  peritonitis  and  prolonged  opera- 
tive interference  in  their  grave  reflex  action  on  the  heart,  the 
respiration,  and  the  kidneys. 

The  various  reflex  pains  connected  with  diseases  of  the 
abdominal  viscera  have  been  mentioned  in  their  appropriate 
chapters.  They  are  anatomically  interesting;  they  are  diagnos- 
tically  important  in  the  correct  interpretation  of  abdominal 
lesions. 


CHAPTER  XXII 

THE  PELVIS  AND  ITS  CONTENTS 

The  pelvis  is  a  bony  basin  situated  at  the  lowest  portion  of 
the  trunk.  Its  purpose  is  twofold — it  effectually  protects 
the  pelvic  viscera,  and  it  transmits  the  weight  of  the  body 
to  the  lower  extremities.  It  is  open  above  and  continuous 
with  the  abdominal  ca\aty;  it  is  closed  below  by  muscular  and 
fascial  structures  which  form  its  floor  and  convert  it  into  a 
cup-shaped  cavity. 

The  pelvic  basin  is  composed  of  four  bones — the  two  innomi- 
nate bones  which  bound  it  on  the  sides  and  in  front,  and  the 
sacrum  and  the  coccyx  which  complete  it  l^ehind. 


Fig.  243.— The  Bony  Pelvis. 
The  shaded  portion  is  the  true  pelvis  and  the  outUne  the  false  pelvis. 

It  will  be  noted  that  this  bony  basin  is  naturally  divided 
into  two  parts  by  the  iliopectineal  line  (Fig.  243). 

(a)  The  false  peli^is — corresponding  to  the  iliac  fossae  above. 

(b)  The  true  pelvis — that  part  of  the  pelvic  cavity  below  the 
iliopectineal  line  which  is  closed  below  by  the  perineum. 

The  female  pelvis  differs  from  the  male  in  its  greater  breadth 
and  capacity.  Its  depth  is  less,  the  sacrovertebral  angle  is 
less  pronounced,  the  inlet  is  more  circular,  the  pubic  arch  is 
wider,  the  bones  are  thinner,  and  the  muscular  impressions  not 
so  strongly  marked.  In  its  general  conformation  it  is  adapted 
to  the  act  of  parturition. 
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The  inlet  of  the  true  pelvis  (pelvic  brim)  is  its  superior 

circumference,  formed  by  the  iliopectineat  line  on  the  sides, 
the  crest  of  the  piil>es  in  front,  and  the  base  of  the  sacrum 
behind. 

Its    diameters    are    the    anteroposterior    (conjugate),   the 
trausverse,  and  the  oblique  (Fig.  2441. 


The  anteroposterior  or  conjugate  diameter  extends  from  the 
symphysis  pubis  to  the  satro vertebral  angle.  Its  average 
measurement  is  4  in.  in  the  male  and  4|  in.  in  the  female. 

The  traTisverse  diameter  extends  across  the  greatest  width  of 
the  inlet,  from  the  middle  of  the  brim  on  one  side  to  the  same 
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point  on  the  opposite  side.     Its  average  measurement  is  5  in. 
in  the  male  and  SJ  in.  in  the  female. 

The  oblique  diameter  extends  from  the  iliopectineal  eminence 
on  one  side  to  the  sacro-iliac  symphysis  on  the  other.  Its 
average  measurement  is  4^  in.  in  the  nude  and  5  in.  in  the 
female  (Gray). 
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The  outlet  of  the  pelvis  is  bounded  by  three  bony  eminences 
separated  by  three  notches.  The  bony  eminences  are  the 
tuberosities  of  the  ischium,  on  each  side,  and  the  tip  of  the 
coccyx  behind.  The  three  notches  are  situated — one  in  front, 
tlie  pubic  arch,  which  is  covered  in  by  the  soft  parts  of  the 
anterior  perineum  and  traversed  by  the  genito-urinary  organs; 
and  one  on  each  side — the  sacrosciatic  notches,  which  are  con- 
verted into  foramina  by  the  lesser  and  greater  sacrosciatic 
ligaments,  and  through  which  inflammations  of  the  pelvis 
may  communicate  with  the  buttock.  The  diameters  of  the 
outlet  are  the  anteroposterior  and  the  transverse  (Fig.  245). 


The  anteroposterior  diameter  oj  the  outlet  extends  from  the 
lip  of  the  coccyx  to  the  lower  part  of  the  symphysis  pubis 
and  measures  3{  in.  in  the  male  and  4\  in.  in  the  female. 

The  transrerse  diameter  oj  the  outlet  extends  from  the  pos- 
terior part  of  one  ischiatic  tuberosity  to  the  other,  and  averages 
3i  in.  in  the  male  and  4i  in.  in  the  female  (Gray). 

Position  of  the  Pelvis.— In  the  erect  attitude  the  pelvis 
occupies  an  oblique  position.  This  obliquity  varies  in  different 
subjects  and  is  greater  in  the  female.  The  pelvic  inclination 
forms  with  a  horizontal  plane  an  angle  of  about  60°,  so  that 
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the  base  of  the  sacrum  (in  the  female)  is  about  4  in.  above 
the  upper  border  of  the  symphysis  pubis,  and  the  tip  of  the  coc- 
cyx about  i  in.  above  its  lower  border. 

The  Pelvic  Axis. — It  will  be  noted  that  the  pelvic  cavity 
is  curved  and  that  this  curve  corresponds  to  the  concavity 
of  the  sacrum  and  coccyx;  hence  the  axis  of  the  pelvis  is  curved 
(Fig.  246).  Its  general  direction  corresponds  to  a  line  drawn 
from  the  anus  to  the  umbilicus.  The  curve  and  general  direc- 
tion of  the  pelvic  axis  is  a  point  of  great  practical  importance 
in  explaining  the  course  of  the  fetus  during  parturition,  and 
as  a  guide  to  the  surgeon  in  properly  directing  instruments 
during  operations  on  the  pelvic  viscera. 

The  Sacro-iliac  Joint. — ^The  wedge-like  sacrum  articulates 
on  each  side  with  the  iliac  bones,  and  thus  forms  the  keystone 
of  the  pelvic  arch.  The  joint  thus  formed  has  no  appreciable 
movement  except  in  hyperflexion  or  hyperextension  of  the 
thighs,  when  there  is  a  slight  rotation  on  its  transverse  axis. 
Note  the  fact  that  since  this  joint  supports  the  entire  weight 
of  the  upper  part  of  the  body,  and  is  normally  immobile,  it 
must  be  evident  that  it  is  subject  to  considerable  strain  and 
materially  assists  in  modifying  the  effects  of  shocks. 

Sacrocoxalgia  is  an  inflammation  of  the  sacro-iliac  joint, 
which  appears  most  frequently  after  the  age  of  twenty  and  is 
usually  of  tubercular  origin.  When  abscess  forms  it  may 
follow  the  course  of  the  psoas  muscle,  or  pass  through  the 
sciatic  notch  and  appear  below  the  glutei  muscles,  or  through 
the  obturator  foramen  and  appear  at  the  inner  side  of  the 
thigh.  Note  the  nerve  supply  of  this  joint  and  the  location  of 
pain  in  sacrocoxalgia.  It  is  supplied  by  the  superior  gluteal, 
branches  from  the  lumbosacral  cord,  the  upper  sacral  nerves, 
and  sometimes  twigs  from  the  obturator.  Hence  there  is  not 
only  local  pain  in  standing  or  sitting,  but  reflected  pain  over 
the  sacral  region  and  in  the  buttock  (sacral  and  gluteal  nerves), 
and  sometimes  pain  in  the  calf  and  thigh  (lumbosacral  cord). 

The  Symphysis  Pubis. — ^The  two  pubic  bones  unite  in 
the  median  line  to  form  an  amphiarthroidal  joint.  In  addition 
to  the  peripheral  ligaments  which  surround  it,  its  principal 
means  of  union  is  the  interarticular  fibrocartilage,  which 
bears  a  strong  analog}'^  to  the  intervertebral  disks.  This 
ligament  presents  a  central  spongy  portion  and  a  compact 
peripher}^  In  the  adult  it  contains  a  cavity  of  variable 
dimensions,  larger  in  the  female  than  in  the  male.  This  liga- 
ment is  said  to  undergo  certain  modifications  toward  the  end 
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of  pregnancy  which  contribute  a  certain  amount  of  laxity  to 
the  articulation,  favorable  to  the  passage  of  the  fetus. 

Symphyseotomy. — In  certain  cases  of  contracted  pelvis  it 
has  been  proposed  to  divide  the  symphysis  pubis  as  a  sub- 
stitute for  Cesarean  section.  Since,  however,  a  separation  of 
the  symphysis  of  2\  in.  increases  the  anteroposterior  diameter 
only  i  in.,  and  this  separation  is  often  attended  by  laceration 
of  the  sacro-iliac  ligaments  and  damage  to  the  attachments 
of  the  pelvic  viscera,  the  value  of  this  procedure  is  doubtful. 

Fractures  of  the  Pelvis.— Recall  the  fact  that  the  pehis 
represents  a  complete  basin,  but  not  of  equal  resistance  at 
all  points;  the  pubic  segment  is  the  weakest.  Tillaux  has 
shown  that  the  pubic  segment  is  fractured  by  direct  violence 
when  the  pelvis  is  compressed  in  an  anteroposterior  direction, 
and  by  indirect  violence  when  it  is  compressed  transversely. 
At  whatever  point  the  pelvic  ring  is  compressed  the  lesion  is 
the  same,  fracture  of  the  pubic  segment.  In  addition  to 
compression  injuries,  the  pelvis  is  sometimes  fractured  by 
falls  from  a  height  when  the  patient  alights  upon  the  feet  or 
ischial  tuberosities;  here,  again,  the  pelvic  segment  usually 
gives  way,  though  in  rare  cases  the  head  of  the  femur  may  be 
driven  through  the  acetabulum.  Fractures  of  the  pelvis  are 
serious,  not  because  of  the  bony  injurj/,  but  because  of  injury 
to  the  pelvic  viscera.  Rupture  of  the  bladder,  urethra,  or 
bowel  may  complicate  fractures  of  the  pehis  and  make  the 
prognosis  extremely  grave. 

Pelvic  deformities  are  of  two  classes — those  due  to  faulty 
development  and  those  the  result  of  disease.  The  con- 
tracted pelvis  of  arrested  development  and  those  anomalous 
conditions  due  to  rachitis,  osteomalacia,  new  growths,  and 
fractures  are  of  importance  to  the  obstetrician.  The  vol- 
uminous data  connected  with  this  subject  must  be  left  to  the 
special  works  on  obstetrics. 

The  Pelvic  Diaphragm. — If  the  abdominal  and  pelvic 
cavities  be  considered  as  one  it  will  l)e  observed  that  the  cavity 
is  limited  above  and  below  by  a  diaphragm — alx)ve,  the  roof, 
formed  by  the  dome-like  thoracic  diaphragm,  its  concavity 
directed  downward;  below,  the  floor  formed  by  the  cup-like 
pelvic  diaphragm,  its  concavity  pointing  upward. 

To  clearly  understand  the  formation  of  the  pelvic  diaphragm, 
imagine  that  the  pelvic  viscera  have  been  removed,  that. the  sides 
of  the  pelvis  are  lined  by  the  thick  obturator  intemus  muscles, 
unci  the  back  of  the  pelvis  on  either  side  of  the  sacrum  is  padded 
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by  the  pyriformes  muscles.  Now  in  this  cavity  suspend  a 
cup-shaped  miisculomembranous  diaphragm,  and  it  is  evident 
that  this  diaphragm  acts  as  a  partition  wliich  separates  the 
pelvic  cavity  above  from  the  perineum  and  ischiorectal  fossie 
below.  Observe  that  the  largest  and  most  Important  factor 
in  this  diaphragm  is  the  levator  ani  muscle.  It  is  true  that 
the  coccygeus  completes  the  diaphragm  posteriorly  and  that 
the  triangular  ligament  of  the  urethra  fills  in  a  small  space 
just  Iteneath  the  symphysis  pubis,  but  the  levator  ani  con^tilule^ 
the  major  jwrtion  of  Ike  pelvic  diaphragiri  (Fig.  247). 


%^^ 


Fio.  247,— The  PeLVic  DiAPKnAOM.  Fobhigd  by  the  Levator  Ani  Hdecuc. 

The  levator  ani  muscle  arises  from  two  bony  points  and 
an  intermediate  ihickened  line  of  fascia: 

(a)  From  the  posterior  surface  of  the  body  of  the  pubis, 
about  10  mm.  external  to  the  symphysis. 

{h)  From  the  tendinous  arch  or  "white  line"  which  marks 
the  thickened  line  of  fascia  extending  from  the  posterior 
surface  of  the  pubis  to  the  spine  of  the  ischium. 

(e)  From  the  spine  of  the  ischium. 

The  general  course  of  all  the  fibers  is  downward  and  back- 
ward, and  their  insertion  may  be  divided  into  three  sets: 

(a)  The  anterior  fibers  cross  (without  being  inserted)  the 
lateral  surface  of  the  prostate  in  the  male  and  the  vagina  in 
the  female,  and  unite  with  those  of  the  opposite  side  in  the 
space  between  the  anterior  surface  of  the  rectum  and  th» 
posterior  surface  of  (he  prostate  or  vagina. 
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(6)  The  middle  fibers  fuse  with  the  longitudinal  fibers  of 
the  rectum  and  the  external  sphincter  ani. 

(c)  The  posterior  fibers  terminate  behind  the  rectum,  some 
being  inserted  into  the  tip  of  the  coccyx,  others  uniting  with 
those  of  the  opposite  side  in  the  space  which  separates  the 
anus  from  the  coccj'x. 

Nerve  Supply. — Branches  from  the  fourth  sacral  and  pudic 
nerves. 

Action. — Since  the  levator  ani  uniting  with  the  muscle  of 
the  opposite  side  is  the  principal  factor  in  forming  the  pelvic 
diaphragm  it  must  be  a  passive  agent  in  maintaining  the 
pelvic  organs  in  position  an<l  preventing  their  prolapse. 
Furthermore,  when  it  is  recalled  that  its  points  of  insertion 


are  all  at  a  lower  level  than  any  part  of  its  origin,  and  that 
the  direction  of  its  fibers  is  downward  and  backward,  it  must 
l>e  an  active  agent  in  lifting  the  pelvic  floor  upward  and  forward. 
Thus  in  the  act  of  defecation  it  facilitates  the  expulsion  of  the 
fecal  ma.ss  by  pulling  the  rectum  upward  and  drawing  the 
anal  segment  forward,  and  so  co-operating  with  the  action  of 
the  diaphragm  and  abdominal  muscles.  Some  of  the  libers 
uniting  with  those  of  the  opposite  side  pass  behind  the  rec- 
tum and  vagina  and  act  as  constrictors.  In  the  latter  organ 
when  this  action  is  exaggerated  ififfinwmus  may  be  produced 
(Testut). 

The  pelvic  fascia  is  a  continuation  of  the  transversalis 
fascia  in  front  and  of  the  iliac  fascia  on  the  sides.  Above,  it  is 
attached  to  the  posterior  surface  of  the  os  pubis  and  to  the 
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brim  of  the  pelvis.  Posteriorly,  it  covers  the  pyriformis  muscle, 
and  is  gradually  thinned  out  on  the  front  of  the  sacrum. 
Beginning,  then,  at  the  brim  of  the  pelvis  it  descends  over 
the  obturator  internus  muscle  to  the  tendinous  arch,  or  "  white 
line,''  which  marks  the  thickened  line  of  fascia  extending  from 
the  posterior  surface  of  the  body  of  the  pubis  to  the  spine  of  the 
ischium  and  also  provides  for  the  fascial  attachment  of  the 
levator  ani  muscle.  At  the  "white  line"  the  fascia  divides 
into  two  layers,  an  outer  (the  obturator  fascia),  and  an  inner 
(the  rectovesical  fascia)  (Fig.  248). 

The  obturator  fascia  descends  on  the  inner  surface  of  the 
obturator  internus  and  forms  a  sheath  for  the  pudic  vessels  and 
nerves.  It  is  attached  l^elow  to  the  tul:)erosity  of  the  ischium, 
the  great  sacrosciatic  ligament,  and  the  pubic  arch,  where  it 
blends  with  the  corresponding  layer  of  the  opposite  side,  and 
thus  forms  the  posterior  layer  of  the  triangular  ligament.  It 
gives  off  the  ischiorectal  fascia  which  lines  the  under  surface  of 
the  levator  ani  muscle. 

The  rectovesical  fascia  extends  downward  and  inward 
over  the  upper  surface  of  the  levator  ani  and  invests  the  bladder, 
prostate,  and  rectum.  In  front,  the  fascia  passes  from  the 
lower  part  of  the  pubic  })one  and  is  reflected  over  the  prostate 
and  neck  of  the  bladder,  forming  the  anterior  true  ligaments 
of  the  bladder.  From  the  sides  of  the  pehis  it  is  reflected 
over  the  lateral  surface  of  the  bladder  and  forms  the  lateral 
true  ligaments  of  the  bladder.  It  also  forms  the  capsule  of  the 
prostate^  and  covers  the  seminal  vesicles  and  ducts.  The 
fascia  from  the  two  sides  meet  in  front  of  the  rectum  and 
complete  the  partition  between  the  perineum  and  the  pelvic 
cavitv. 

It  is  evident  from  this  arrangement  of  the  pelvic  fascia 
that  suppurative  processes  are,  as  a  rule,  well  limited,  either 
above  the  fascia  to  the  pelvic  cavity,  or  below  to  the  ischio- 
rectal fossa  and  perineum.  Likewise,  certain  portions  of  the 
pelvic  viscera  are  excluded  from  the  pelvic  cavity,  and  may 
l)e  wounded  without  invading  the  cavity,  notably  the  prostate, 
seminal  vesicles,  the  neck  of  the  bladder,  and  the  lower  portion 
of  the  rectum. 

Wounds  of  the  perineum  ai*e  serious  if  they  involve  the 
pelvic  fascia  and  open  up  the  pelvic  cellular  tissue  where 
inflammation  rapidly  extends. 

The  Pelvic  Cellular  Tissue. — Between  the  pelvic  fascia  and 
the  pelvic  peritoneum  is  a  layer  of  loose  cellular  tissue  in  which 
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are  contained  the  iliac  vessels  and  their  branches,  the  pelvic 
lymph-glands,  the  ureters,  vas  deferens  in  the  male,  and  the 
round  ligaments  in  the  female. 

Characteristics. — It  is  most  abundant  in  certain  locations; 
viz.,  between  the  anterior  wall  of  the  bladder  and  the  pubis, 
about  the  base  and  neck  of  the  bladder,  between  the  bladder 
and  rectum;  in  the  female,  between  the  layers  of  the  broad 
ligament  and  about  the  lower  part  of  the  uterus  and  upper 
part  of  the  vagina  (Treves).  It  communicates  with  the  sub- 
peritoneal fascia  of  the  iliac  fossae;  through  the  obturator 
foramen  with  the  connective  tissue  on  the  sides  of  the  pelvis; 
through  the  great  sacrosciatic  foramen  with  the  connective 
tissue  of  the  gluteal  region.  Hence,  when  this  tissue  is  the 
seat  of  infection  {pelvic  cellulitis),  the  site  and  subsequent 
course  of  purulent  collections  are  a  matter  of  great  clinical 
interest,  and  will  be  alluded  to  in  connection  with  the  pelvic 
viscera. 

The  Pelvic  Viscera 
THE  rectum 

The  rectum  is  the  terminal  segment  of  the  large  intestine. 
It  begins  in  front  of  the  body  of  the  third  sacral  vertebra 
and  follows  the  curve  of  the  sacrum  and  coccyx  to  a  point 
about  1  in.  in  front  of  the  tip  of  the  coccyx,  where  it  takes 
a  sharp  bend  backward  and  ends  at  the  anal  orifice  (Fig.  249). 
Note  the  fact  that  the  rectum  presents  two  distinct  curves — 
above,  the  concavity  is  in  front  and  follows  the  sacrum  and 
coccyx;  })elow,  the  concavity  is  l)ehind  and  very  short,  so 
that  the  anal  segment  of  the  rectum  is  almost  at  right  angles 
to  the  rectum  proper.  This  double  curve  is  of  great  practical 
importance  in  introducing  the  rectal  tube  or  speculum.  Remem- 
her  that  the  direction  of  the  canal  is  upicard  and  forward  for  1^ 
in.,  then  upward  and  backward. 

It  will  thus  be  seen  that  the  rectum  mav  be  divided  into 
two  portions,  the  superior  or  pelvic  portion  and  the  inferior  or 
anal  canal.  Note  that  this  division  is  by  no  means  an  arbitrary 
one  for  purposes  of  convenient  description;  it  is  a  division 
based  on  structural,  developmental,  and  pathologic  differences 
which  have  important  surgical  significance. 

The  pelvic  portion  measures  from  4  to  6  in.  in  length 
and  is  situated  within  the  pelvic  cavity.  The  caliber  of  this 
segment  is  subject  to  great  variations.     In  its  upper  third 
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it  is  comparatively  narrow,  at  its  lower  two-thirds  it  expands 
and  forms  the  rectal  avipuUn.  and  contracts  again  at  its  junction 
with  the  anal  segment.  This  portion  of  the  rectum  is  capable 
of  great  distention,  as  demonstrated  by  the  large  fecal  accumu- 
lations and  the  strange  foreign  bodies  which  have  been  founit 
(bottles,  glass  tumblers,  etc.).  By  gradual  dilatation  the 
entire  hand  may  be  introduced  into  the  rcclum,  and  has  been 


!i(!vocate(i  for  punioses  of  examining  the  aixlominal  contents. 
The  procedure,  however,  has  been  abandoned  Ijecause  of  the 
laceration  (o  the  parts  and  the  cramped  jwsition  of  the  hand. 
Peritoneal  Reflections.— The  upper  pari  of  the  rectum  is 
covered  in  front  and  on  the  sides  by  peritoneum,  but  not 
posteriorly.  Beginning  opposite  the  third  sacral  vertebra 
the  peritoneum  is  reflected  on  the  sides  of  the  rectum  in  an 
oblique   line   descpnJinR   from    behind    forwiinl.    and    finally 
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leaves  the  front  of  the  bowel  about  1  in.  above  the  prostate, 
and  is  reflected  onto  the  posterior  wall  of  the  bladder  in  the 
male  and  the  upper  fifth  of  the  posterior  wall  of  the  vagina 
in  the  female,  forming  between  the  rectum  and  bladder  or 
vagina  a  sort  of  cul-de-sac,  the  dU-de'Sac  of  Douglas  (recto- 
vesical or  rectovaginal  pouch)  (see  Fig.  249). 

The  lower  level  of  the  rectal  peritoneum  is  subject  to  varia- 
tion according  to  sex  and  condition  of  the  bladder  and  rectum. 
It  is  on  a  higher  level  in  the  male  than  in  the  female,  in  the 
adult  than  in  the  child,  and  when  the  bladder  or  rectum  are 
distended.  On  an  average,  it  is  about  3  in.  from  the  anus  in 
the  male  and  2\  in.  in  the  female.  When  the  bladder  or 
rectum  is  full  the  distance  may  be  increased  by  1  in.  or  over. 
It  is  well  to  remember  that  Douglas's  cul-de-sac  reaches  a 
greater  depth  in  the  infant,  and  that  occasionally  this  cul-de-sac 
is  continued  on  in  the  adult.  Marchand  shows  that  this  anat- 
omic peculiarity  explains  those  rare  conditions  in  which  the 
intestine  engages  in  an  abnormal  Douglas  cul-de-sac,  gradually 
distends  it  and,  in  turn,  the  perineum,  until  finally  there  is 
produced  a  perineal  hernia;  or  if  the  perineum  is  resistant, 
it  may  gradually  distend  the  anterior  rectal  wall  until  the  sac 
of  the  hernia  appears  through  the  anal  orifice.  In  treating 
prolapse  of  the  rectum  this  rare  condition  is  worth  remembering. 

Extraperitoneal  Relations. — In  front  are  the  vasa  defer- 
entia,  the  seminal  vesicles  on  either  side  of  the  median  line, 
leaving  a  triangular  space  corresponding  to  the  base  of  the 
bladder,  and  further  down  the  posterior  surface  of  the  prostate 
(see  Fig.  249).  Note  that  these  organs  are  not  in  immediate 
contact  with  the  rectum,  but  that  a  thin  layer  of  pelvic  fascia 
intervenes.  Posteriori!/,  the  rectum  is  in  relation  with  the 
sacrum  and  coccyx,  but  separated  by  the  retrorectal  space, 
which  is  filled  with  loose  cellular  tissue.  This  latter  relationship 
has  a  practical  bearing  as  a  means  of  access  in  resecting  the 
rectum.  Lateralhf,  below  the  peritoneal  reflection,  are  the 
lateral  fibers  of  the  levator  ani  muscle,  and  in  the  laterorectal 
space  the  vessels,  nerves,  and  ureters. 

Rectal  Examination. — The  foregoing  relations  emphasize 
the  value  of  digital  exploration  per  rectum.  The  seminal 
vesicles,  the  base  of  the  bladder,  the  lower  portion  of  the 
ureters,  and  the  prostate  are  all  accessible  to  the  rectal 
touch,  while  in  the  female  the  retro  verted  uterus,  prolapsed 
ovary,  many  neoplasms,  and  inflammatory  changes  may  be 
readily  detected.     The  functional  derangements  of  the  rectum 
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in  cystitis,  prostatitis,  and  vesiculitis,  and  likewise  the  effects 
of  stricture  and  cancer  of  the  rectum  on  these  organs  are 
readily  appreciated. 

The  anal  canal  or  terminal  segment  of  the  rectum  is  a 
short  and  narrow  passage  about  li  in.  in  length,  surrounded 
by  the  sphincters  and  the  levator  ani  muscles.  Its  direction 
is  downward  and  backward,  forming  with  the  pelvic  rectum 
almost  a  right  angle.  The  tonic  action  of  the  sphincters 
maintains  the  anal  walls  in  contact  except  during  defecation; 
when  these  muscles  are  paralyzed  incontinence  of  feces  results. 

Hilton's  ''white  line/*  is  the  w^hite  line  seen  at  the  junction 
of  the  skin  and  mucous  membrane  which  corresponds  to  the 
line  of  junction  of  the  internal  and  external  sphincters  of  the 
anus. 

Relations. — In  front  the  recto-urethral  triangle  (of  which 
the  perineum  forms  the  base,  the  membranous  urethra  the 
anterior  wall,  the  rectum  the  posterior  wall,  the  apex  being 
directed  upward  toward  the  prostate).  This  triangle  is  the 
usual  route  for  reaching  the  posterior  urethra  and  prostate. 

In  the  female  a  similar  triangular  area  of  tissue  separates 
the  anal  canal  from  the  posterior  vaginal  wall. 

Laterally,  it  is  related  to  the  right  and  left  ischiorectal  fossae. 

Behind  are  the  posterior  fil)ers  of  the  levator  ani  muscle. 

Structure  of  the  Rectum. — Its  muscular  coat,  like  the 
rest  of  the  intestine,  is  composed  of  a  superficial  layer  of  longi- 
tudinal fibers  and  a  deep  layer  of  circular  fillers.  The  longi- 
tudinal fibers  are  not  arranged  in  three  bands,  as  noted  in 
the  large  intestine,  but  are  spread  out  evenly.  The  circular 
fibers  increase  in  number  as  the  termination  of  the  rectum 
is  approached,  and  at  the  anal  canal  abruptly  thicken  to  form 
the  internal  sphincter. 

The  submucous  coat  of  the  rectum  contains  the  vessels  and 
nerves  which  supply  the  bowel.  It  is  particularly  loose,  so 
that  the  mucous  membrane  can  easily  slide  over  the  underlying 
muscular  coat.  This  is  even  more  pronounced  in  infants 
and  children;  hence  prolapsus  of  the  rectum  may  follow  habitual 
straining  at  stool.  It  may  be  partial,  involving  only  a  portion 
of  the  mucous  membrane,  or  total,  in  which  all  the  layers  of 
the  bowel  are  involved.  For  the  reason  noted  alx)ve  this 
condition  is  more  frequent  in  infants  and  children  and  is 
secondary  to  phimosis,  rectal  polypi,  and  conditions  w-hich 
incite  straining  at  stool. 

The  nnicou^'i  membrane  of  the  rectum  is  thick,  vascular,  and 
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loosely  connected  with  the  underlying  muscularis.  It  contains 
a  lartie  number  of  solitary  and  tubular  glands,  the  latter  sup- 
plying mucus. 

The  mucous  membrane  of  the  rectum  proper  forms  three  or 
more  transverse  folds  placed  on  the  front  and  sides  of  the 
lx)wel — Houston's  valves.  These  folds  are  permanent  and  are 
not  effaced  by  distention  of  the  rectum.  In  the  introduction  of 
a  bougie  or  rectal  tube  these  vatve.s  may  impetle  its  progress, 
Tuttle  believe.'^  that  the.se  val^'ci^  support  the  fecal  mass  and 
give  it  a  rotary  motion  as  it  descends. 


The  muciius  membrane  of  the  anal  canal  forms  longitudinal 
folds,  ihe  columns  oj  Morgatpii;  1)el\veen  the  lower  ends  of  these 
columns  are  formed  semilunar  valves,  the  mlrcs  oj  Morgagni 
or  nnal  valves,  a  series  of  little  pockets  well  marked  poste- 
norly  (Fig.  250). 

In  general,  rememlier  that  the  mucous  memhvane  oj  Ihe  rectum 
projXT  is  absoialeli/  dijfevent  jrom  that  oj  Ihe  anal  canal.  The 
latter  is  a  transitional  structure  Iielween  skin  and  mucous 
nienihrane  proper.  The  epithelium  of  the  anus  is  squamous, 
that  of  the  rectum  is  columnar;  hence  the  type  of  cancer 
differs  in  the  two  segments. 
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Vessels  and  Nerves, — ^The  arteries  of  the  rectum  are 
derived  from  three  sources — the  superior  hemorrhoidal y  a  branch 
of  the  inferior  mesenteric;  the  middle  hemorrhoidal,  ^  branch  of 
the  internal  iliac;  and  the  inferior  hemorrhoidal,  from  the  pudie 
artery.  The  branches  of  the  superior  hemorrhoidal  artery 
traverse  the  submucous  coat  in  a  longitudinal  direction  and 
at  the  level  of  the  internal  sphincter  join  with  the  branches  of 
the  middle  and  inferior  hemorrhoidals,  forming  a  series  of 
anastomotic  loops  about  the  anus. 

The  veins  of  the  rectum  Ix^gin  in  a  rich  plexus,  the  hem- 
orrhoidal plexus  J  situated  in  the  submucous  coat  and  surrounding 
its  lower  extremity.  From  this  plexus  ascending  branches 
are  given  off,  which  pierce  the  muscular  coat  about  5  in.  above 
the  anus,  and  unite  to  form  the  superior  hemorrhoidal  vein, 
which  empties  into  the  inferior  mesenteric  brunch  of  the 
portal  vein.  A  smaller  portion  of  the  blood  is  carried  by 
the  middle  and  inferior  hemorrhoidal  veins  to  the  internal 
iliac  and  internal  pudic  veins.  Observe  that  while  the  hem- 
orrhoidal plexus  is  a  connecting  link  between  the  systemic  and 
portal  sj/stems  of  veins,  7nost  of  the  blood  i^  returned  by  uxiy  of 
the  portal  system.  Another  fact  of  practical  importance  is 
the  observation  of  Testut,  that  normally  there  are  small 
saccular  dilatations  of  the  hemorrhoidal  vessels  about  the  size 
of  a  pea  situated  near  the  semilunar  valves  of  Morgagni,  placed 
irregularly  around  the  bowel  just  above  the  anal  margin,  and 
that  they  are  the  miniatures  of  what  may  subsequently,  develop 
into  hemorrhoids  or  piles. 

The  Nerves. — ^The  rectum  proper  is  supplied  by  sympathetic 
branches  from  the  mesenteric,  sacral,  and  hypogastric  plexuses 
and  branches  from  the  third,  fourth,  and  fifth  sacral  nerves. 
The  anal  portion  is  supplied  by  branches  from  the  sympathetic 
plexuses  and  by  the  inferior  hemorrhoidal  branch  of  the  pudic 
nerve  which  supplies  the  external  sphincter  and  the  skin  of  the 
anus.  As  already  observed,  there  are  marked  structural 
differences  Ivetween  the  pelvic  rectum  and  the  anal  canal. 
This  fact  is  strikingly  emphasized  by  the  nerve  supply.  The 
rectum  possesses  little  sensibility;  the  anal  canal  is  exquisitely 
sensitive.  Affections  of  the  rectum  proper  (cancer,  etc.) 
are  comparatively  painless,  whereas  those  of  the  anal  canal 
cause  extreme  pain.  01)serve,  further,  that  the  anal  canal 
and  the  neck  of  the  bladder  are  intimately  associated  through 
their  nerve  supply  (the  fourth  sacral).  Painful  affections  of 
the  anus  are  frequently  accompanied  by  cystalsria,  frequent 
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desire  to  urinate  and  retention  of  urine,  and  reciprocally, 
lesions  of  the  bladder  are  associated  with  rectal  tenesmus. 
As  a  general  proposition,  which  will  receive  constant  con- 
firmation as  the  separate  organs  are  studied,  the  pehic  viscera, 
the  thigh  and  leg,  and  the  perineum  and  external  genitals 
are  intimately  associated  through  the  nerves  of  the  sacral 
plexus. 

The  lymphatics  of  the  rectum  may  be  divided,  according  to 
Poirier,  into  three  groups.  The  upper  portion  of  the  rectum 
is  drained  by  lymphatics  which  pass  first  through  the  rectal 
glands  situated  in  the  retrorectal  space  and  terminate  in  the 
glands  of  the  mesosigmoid.  The  lower  portion  of  the  rectum 
is  drained  by  lymphatics  which  follow  the  middle  hemorrhoidal 
vessels  and  terminate  in  the  iliac  glands.  The  skin  of  the  mar- 
gin of  the  anus  is  drained  by  the  superficial  inguinal  glands. 

The  arrangement  of  the  rectal  lymphatics  suggests  a 
clinical  fact  of  great  importance.  Extirpation  of  high  rectal 
cancer  is  followed  by  better  results  than  cancer  in  the  lower 
segment,  because  the  lymph  stream  from  the  upper  rectum 
is  interrupted  by  a  number  of  glands  closely  associated  with 
the  rectum,  which  are  easily  removed  with  the  growth;  the 
lymph  stream  from  the  lower  rectum  passes  directly  to  the  iliac 
glands,  which  are  not  accessible;  hence,  operations  for  cancer  of 
the  lower  rectum  are  necessarily  incomplete. 

Clinical  Considerations. — Suppurations  about  the  rectum, 
unless  relieved  by  early  incision,  have  a  tendency  to  discharge 
in  two  directions: 

(a)  Through  the  skin  in  the  vicinity  of  the  anus. 

{b)  Through  the  rectal  wall  of  the  anal  canal,  thus  leaving 
a  fistulous  tract,  which,  as  a  rule,  has  both  a  mucous  and 
cutaneous  opening — fistida  in  ano. 

Fistula  in  ano  may  consist  of  a  simple  suppurating  tract 
leading  from  the  cutaneous  to  the  mucous  opening,  or  there 
may  be  a  number  of  external  openings  with  the  tract  partially 
encircling  the  anus — horseshoe  fistida.  Either  the  cutaneous 
or  mucous  opening  may  heal — blind  fistida.  If  the  abscess  is 
of  anal  origin  the  internal  opening  is  usually  between  the  two 
sphincters;  when  it  follows  an  ischiorectal  abscess  the  opening 
in  the  rectum  is  at  a  higher  level.  Whatever  the  length  of  the 
fistulous  tract,  a  cure  can  be  obtained  only  by  dividing  the 
bridge  of  tissue  between  the  two  openings. 

Hemorrhoids  or  piles  are  the  result  of  a  varicosed  condition 
of   the   hemorrhoidal    veins   within    the   anal    canal    {internal 
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hemorrhoids) y  or  around  the  anal  orifice  {external  hemorrhoids). 
Their  etiology  is  suggested  by  the  anatomic  conditions. 

Note  (a)  that  the  hemorrhoidal  veins  course  in  a  longitudinal 
direction  in  loose  cellular  tissue  which  affords  no  support. 

(6)  The  absence  of  valves. 

(c)  The  exit  of  the  veins  through  slit-like  openings  act 
like  constrictors  if  the  gut  is  subjected  to  abnormal  muscular 
contraction. 

(d)  The  connection  of  the  hemorrhoidal  veins  with  the 
portal  system  and  the  effects  of  portal  obstruction. 

(e)  The  effects  of  chronic  constipation  in  obstructing  venous 
return  by  the  pressure  of  fecal  masses. 

(/)  The  normal  dilatations  of  the  hemorrhoidal  veins  found 
betw^een  the  semilunar  valves  of  Morgagni,  which  are  the 
miniatures  of  what  may  subsequently  develop  into  hemorrhoids. 

Fissure  of  the  anus,  or  ulcer  within  the  anal  folds,  is  char- 
acterized by  intense  spasm  of  the  sphincter  and  \dolent  pain. 
The  symptoms  are  out  of  all  proportion  to  the  lesion;  their 
anatomic  explanation  is  interesting.  Hilton  has  called  atten- 
tion to  the  fact  that  the  same  nerves  which  supplif  the  mucous 
membrane  supply  the  mvscular  apparatus  acting  u])on  that  mem- 
brane. Observe  how-  this  law^  is  corroborated  in  fissure  of 
the  anus.  The  exposure  of  the  sensory  nerve  filaments  on 
the  ulcer  surface  causes  reflex  spasmodic  contraction  of  the 
sphincter.  As  the  sphincter  contracts,  it  squeezes  the  sensitive 
edges  of  the  ulcer;  in  course  of  time  the  sphincter  hypertrophies 
and  the  symptoms  which  at  first  appeared  for  a  short  time  after 
stool  are  later  prolonged  from  one  stool  to  another.  The  cause 
of  the  symptoms  also  suggests  the  rational  treatment — forcible 
dilatation  of  the  sphincter  or  di\ision  of  the  muscle  to  secure 
physiologic  rest. 

Strictures  of  the  rectum  may  l)e  cicatricial  or  malignant. 
Cicatrical  stricture  is  the  result  of  injuiy  or  ulceration  following 
inflammation.  Its  most  common  cause  is  syphilis.  Syphilitic 
strictures  usually  occupy  the  same  position  at  the  upper  level 
of  the  internal  sphincter  and  involve  the  entire  circumference 
of  the  bowel  (annular  stricture).  All  strictures  of  the  rectum 
are  followed  bv  chronic  intestinal   obstruction,  the  intestine 

•r' 

dilates  alcove  the  retracted  point,  and  important  alterations 
in  the  mucosa  are  produced. 

Malifjnant  stricture  is  the  result  of  cancer  oritanating  in  the 
columnar  epithelium  of  the  rectum  or  in  the  squamous  epithe- 
hum  of  the  anal  canal.     In  addition  to  the  local  mechanical 


THE  RECTUM  477 

effects  of  obstruction  there  is  regional  extension  to  the  prostate, 
bladder,  and  seminal  vesicles;  in  the  female  the  uterus  and 
vagina  may  be  involved.  The  regional  lymphatics  and  their 
important  distribution  have  already  been  alluded  to  (see  p.  475). 
Attention  must  here  be  called  to  the  communication  of  the 
hemorrhoidal  veins  with  the  portal  system;  thus  cancerous 
emboli  are  directly  carried  to  the  liver,  where  secondary  growths 
are  developed. 

Excision  of  the  Rectum. — It  is  evident  from  the  anatomic 
relations  that  the  rectum  may  be  approached  by  three  routes: 

(a)  The  perineal. 

(6)  The  sacral. 

(c)  The  abdominal,  combined  \vith  the  perineal. 

The  first  route  must  necessarily  be  confined  to  lesions  situated 
low  down,  and  because  of  limited  room  cannot  be  utilized 
for  cancerous  lesions  where  extensive  removal  is  the  only 
hope  of  cure. 

The  sacral  route,  as  devised  by  Kraske,  gives  an  excellent 
exposure  of  the  rectum.  Beginning  below  the  level  of  the 
third  posterior  sacral  foramen  (to  avoid  paralysis  of  the  sphinc- 
ters of  the  rectum  and  bladder — third  and  fourth  sacral  nerves), 
the  lateral  mass  of  the  sacrum  is  chiseled  away,  the  diseased 
portion  removed,  and  the  divided  ends  of  the  gut  approximated 
by  suture.  The  upper  line  of  bone  section  may  be  determined 
by  measuring  two  fingers'-breadth  above  the  lower  extremity 
of  the  sacrum,  the  coccyx  having  been  disarticulated  (Taylor). 
If  more  room  is  required,  a  transverse  section  of  the  sacrum 
may  be  made,  as  suggested  by  Bardenheuer.  In  cancer  high 
up  the  combined  abdominal  and  perineal  route  is  the  most 
satisfactory,  because  it  permits  of  the  most  extensive  removal. 
By  this  route  the  gut  is  divided  at  the  sigmoid  flexure,  the 
upper  end  being  sutured  in  the  left  inguinal  region  (artificial 
anus).  The  divided  portion  is  freed  from  its  attachments  as 
far  in  a  downward  direction  as  possible,  and  removed  through 
the  perineal  route. 

Imperforate  Anus. — ^There  are  many  curious  developmental 
defects  of  the  rectum  and  anus,  such  as  al^sence  of  the  rectum 
or  anus,  or  both;  and  again  the  opening  of  the  rectum  at  some 
unusual  point,  such  as  the  bladder,  deep  urethra,  and  vagina. 
The  most  common  congenital  defect  of  the  rectum  is  imper- 
forate anus,  occurring  most  frequently  at  the  anorectal  junction. 
The  reason  for  this  defect  is  apparent.  The  rectum  and  anal 
canal  are  developed  independently  of  each  other.     The  rectum 


478  THE  ABDOMEy  AND  PELVIS 

is  developed  from  the  terminal  extremity  of  the  hind-gut, 
the  anal  canal  by  an  invagination  at  the  site  of  the  anus,  the 
septum  between  the  two  is  normally  absorbed,  and  a  con- 
tinuous canal  formed.  Failure  of  this  partition  to  absorb 
results  in  imperforate  anus.  The  occlusion  may  consist  of  thin 
membrane  which  is  readily  incised,  or  it  may  attain  considerable 
thickness,  requiring  inguinal  colostomy  for  immediate  relief  and 
subsequent  plastic  operation  for  establishing  a  permanent  canal. 

THE  BLADDER 

The  bladder  is  a  musculomembranous  reservoir  receiving 
the  urine  conveyed  by  the  ureters  and  expelling  the  same 
through  the  urethra.  This  intermediate  position  of  the  bladder, 
l^etween  the  ureters  and  urethra,  explains  in  a  large  measure 
the  sources  of  its  infection — descending  from  the  ureters, 
ascending  from  the  urethra. 

The  function  of  the  bladder  is  to  collect  the  urine  and  void 
it  at  regular  intervals;  any  irregularity  of  this  function  is 
suggestive  of  some  disorder;  hence,  disorders  of  micturition 
are  dia^nostlcally  significant. 

The  bladder  is  situated  within  the  pelvic  cavity  behind 
the  symphysis  pubis.  When  filled  it  rises  to  the  height  of 
the  pubis,  when  distended  it  ascends  out  of  the  pelvis,  rests 
directly  against  the  abdominal  wall,  and  may  rise  to  the  um- 
bilicus. The  capacity  of  the  bladder  varies  in  different  indi- 
viduals, according  to  habit  and  constitutional  peculiarities. 
Normally  it  holds  about  a  pint  before  the  necessity  for 
urination  is  felt.  The  normal  capacity  of  the  bladder  is  modi- 
fied by  disease;  for  example,  it  is  reduced  in  cystitis,  when  the 
sensitive  mucous  membrane  will  tolerate  only  a  small  quantity; 
it  is  increased  in  those  affections  where  there  is  some  obstacle 
to  its  free  expulsion,  as  in  stricture  of  the  urethra  and  hyper- 
trophied  prostate. 

The  relations  of  the  bladder  to  the  neighboring  organs 
and  structures  are  very  important,  and  it  must  be  noted  that 
they  vary  according  as  the  bladder  is  full  or  empty  (Fig.  251). 
When  empty  it  is  completely  hidden  behind  the  pubis,  from 
which  it  is  separated  by  a  triangular  space  filled  with  loose 
cellular  tissue,  Retzius*  space,  or  the  prevesical  space.  The 
loose  cellular  tissue  is  continuous  with  the  subperitoneal 
fascia  of  the  neighboring  regions;  hence,  in  an  inguinal  or 
crural  hernia  it  is  readily  seen  how  this  tissue  may  engage  in 
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the  canal  and  drag  along  with  it  a  segment  of  the  bladder. 
Again,  inflammations  of  the  prevesical  cellular  tissue  may 
invade  the  subperitoneal  tissue  of  the  pelvis  and  abdomen, 
and  likewise  subperitoneal  phlegmon  of  the  abdomen  may 
burrow  into  Retzius'  space.  Urine  extravasated  into  the 
prevesical  space  would  naturally  follow  the  same  course. 
Retzius'  space  is  a  most  important  means  of  access  to  the 
bladder;  a  correct  understanding  of  it.s  relations  is,  therefore, 
essential.  Keep  in  mind  the  fact  that  the  bladder  ia  normally 
devoid  of  peritoneum  on  its  anterior  surface;  the  peritoneum 
covers  the  anterior  abdominal  wall  as  far  as  the  symphysis 


pubis,  where  it  is  reflected  on  to  the  superior  surface  of  the 
bladder  (Fig.  251).  Therefore,  wh/Ti  the  bladder  is  bdow 
tkc  superior  border  of  the  pubis  there  w  no  fold  of  periioneum  in 
front.  When  the  bladder  is  distended  above  the  pubis  its 
direction  is  obliquely  upward  and  forward  toward  the  anterior 
abdominal  wall,  the  peritoneum  on  its  superior  surface  is 
pushed  in  the  same  direction,  and  so  the  upper  anterior  surface 
of  the  distended  bladder  is  thus  covered  by  a  fold  of  peritoneum 
(see  Fig.  251).  The  lower  anterior  surface  of  the  distended 
bladder  in  contact  with  the  anterior  abdominal  wall  is  devoid 
of  peritoneum  for  a  distance  of  2  in.  above  the  pubis.  This 
fact  is  of  great  practical  importance,  since  by  distending  the 
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bladder  with  air  (Bristow's  method)  its  anterior  surface  is 
placed  in  direct  contact  with  the  anterior  abdominal  wall, 
without  the  intervention  of  the  peritoneum,  for  a  distance  of 
2  in.  above  the  pubis.  Thus  through  this  area  the  bladder 
may  be  safely  tapped  or  opened  by  incision  and  drained. 

The  posterior  surface  is  convex  and  is  moulded  to  the  con- 
cavity of  the  rectum.  It  is  covered  by  peritoneum,  which  here 
forms  a  fold  as  it  returns  to  cover  the  anterior  surface  of  the 
rectum.  This  rectovesical  fold  of  peritoneum,  dipping  down 
between  the  rectum  and  bladder,  is  the  cul-de-sac  of  Douglas 
(see  p.  471). 

The  lateral  surfaces  are  in  relation  with  the  levator  ani  and 
obturator  intemus  muscles.  They  are  partly  covered  by 
peritoneum — the  upper  half.  The  lower  half  of  the  lateral 
surface  is  in  relation  with  the  loose  cellular  tissue  above  the 
perineal  fascia.  The  posterior  part  of  this  surface  is  crossed 
by  the  vas  deferens,  which  passes  between  the  ureter  and 
the  bladder. 

The  base  of  the  bladder  has  a  numter  of  important  relations 
which  are  of  great  clinical  value  (see  Fig.  251): 

(a)  The  neck  of  the  bladder  is  the  point  at  which  the  urethra 
joins  the  bladder.  It  must  be  remembered  that  it  is  not  a 
neck  in  the  sense  of  a  tapering  portion  of  the  bladder,  nor 
must  it  l)e  confounded  with  the  trigone.  It  is  a  point  of 
junction  rather  than  a  surface  area,  and  represents  a  point  of 
constriction  at  the  outlet  of  the  bladder.  It  is  surrounded 
by  the  prostate  gland  in  the  male,  by  which  it  is  held  firmly 
in  position.  When  the  individual  is  in  the  erect  position  its 
direction  is  downward  and  it  is  situated  about  1  in.  behind 
the  center  of  the  symphysis.  The  neck  of  the  bladder  is 
surrounded  by  a  sphincter  muscle,  which  opposes  the  constant 
exit  of  urine  by  closing  the  internal  orifice  of  the  urethra. 
It  opens  when  the  pressure  of  the  urine  stimulates  the  action 
of  the  deep  muscular  fillers  of  the  body  of  the  bladder.  Normal 
micturition  is,  therefore,  an  equilibrium  between  the  action  of 
the  body  and  the  neck  (Tillaux).  When  the  sphincter  of  the 
bladder  is  abnormallv  contracted,  retention  of  urine  occurs: 
when  it  is  relaxed  (paralysis  of  the  sphincter)  incontinence 
results. 

(b)  The  intervrsirular  triamjle  represents  that  portion  of  the 
base  in  relation  with  the  rectum.  It  is  hounded  l)ehind  bv  the 
rectovesical  fold  of  peritoneum,  and  on  the  sides  hy  the  seminal 
vesicles  and  vasa  deferentia,  the  apex  extending  forward  to 
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the  prostate  (Fig.  252).  At  the  two  posterior  aagles  of  this 
triangle  the  ureters  cross  the  vasa  deferentia  and  enter  the 
bladder  wall.  Thus  it  will  be  observed  that  this  external 
triangular  area  corresponds  to  the  trigone  on  the  internal 
surface  of  the  bladder. 

Practically  it  suggests  the  feasibility  of  exploring  the  bladder 
by  the  rectal  touch,  and  a  means  of  access  to  the  bladder 
without  puncturing  the  peritoneum,  though  the  latter  pro- 
cedure is  rarely  practised  because  of  the  persistence  of  recto- 
vesical fistula  and  the  possibility  of  wounding  important 
structures. 


Fill.  252.— The  Intervkbicdlar  Triinole:  the  Portiom  of  the  BLionER  in  Rei^- 


The  bladder  wall  is  composed  of  four  coatf :  serous,  muscular, 
submucous,  and  mucous.  When  emply  it  measures  about 
i  in.  in  thickness,  when  moderately  distended  about  i  in. 
The  internal  surface  of  the  bladder  is  lined  with  mucous  mem- 
brane which  is  loosely  connected  with  the  .subjacent  structures 
to  allow  the  \iscus  to  accommodate  itself  to  the  constantly 
varying  size.  This  arrangement  is  .seen  in  the  empty  bladder 
in  the  numerous  folds  into  which  the  mucous  membrane  is 
thrown. 

Note,  however,  an  important  exception  to  this  arrangement 
of  the  mucous  membrane.     Over  the  surface  of  the  trigone  the 
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mucosa  is  closely  adherent  and  rugse  are  never  present.  This 
area  of  the  bladder  is  one  of  special  interest  because  of  its 
clinical  importance. 

The  vesical  trigone  is  a  triangular  area  on  the  internal 
surface  of  the  base  of  the  bladder,  at  each  angle  of  wliich  is 
an  orifice:  the  urethral  orifice  l»low  and  in  front,  the  two 
ureteral  orifices  aliove  and  behind  (Fig.  253).  The  base 
is  formed  by  a  prominent  ridge  which  extends  from  one  uretersU 
orifice  to  the  other;  the  apex  corresponds  to  the  urethral 
orifice.  Thus  the  three  orifices  represent  the  three  angles 
of  an  equilateral  triangle  measuring  about  1^  in.  on  the  sides. 


This  triangular  area  i.s  the  pathologic  triangle  of  the  bUd~ 
der;  at  its  angles  are  the  three  gateways  of  bladder  infection; 
its  sides  bound  an  area  within  which  the  pathologic  l^ona  I 
of  the  bladder  predominate.     Recall  the  fact  that  the  urete 
traverse  the  bladder  wall  obliquely  for  i  in.,  so  that  the  n 
forms  a  valve  which  closes  the  \ireteral  orifices  as  the  bladdel 
becomes  distended.     Hence  the  urine  is  never  forced  back  intv^ 
the  ureters,  whatever  the  degree  of  distention. 

The  fundus  of  the  bladder  is  the  portion  situated  behind;! 
the  trigone.     Up  to  a  certain  age  the  fundus  and  trigone  avq 
on  the  same  level,  but  as  age  increases  and  the  prostate  hy} 
trophies,  the  trigone  is  elevated  and  the  fundus  sinks  below  thai 
level  of  the  trigone.     In  the  aged  it  may  form  a  diverticuluio 
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in  which  calculi  may  lodge  or  urine  may  be  retained.  In 
enlarged  prostate  the  bladder  never  completely  empties  itself 
because  of  the  depressed  fundus  which  retains  the  residual 
urine. 

Vessels  and  Nerves. — ^The  bladder  possesses  a  rich  vascular 
supply. 

The  arteries  are  the  superior,  middle,  and  inferior  vesical — 
all  branches  of  the  internal  iliac  artery.  In  the  female  addi- 
tional branches  are  received  from  the  uterine  and  vaginal 
arteries. 

The  veins  accompany  the  arteries,  the  larger  branches  being 
directed  toward  the  base  of  the  bladder,  where  they  form  a 
complicated  plexus  which  anastomoses  with  the  prostatic  plexus 
and  opens  in  the  internal  iliac  vein. 

When  the  great  vascularity  of  the  bladder  is  considered  it 
is  readily  seen  why  hematuria  is  a  sijm'piom  of  most  bladder 
affections. 

Again,  it  will  be  noted  that  the  vascular  area  centers  at  the 
base.  The  largest  vessels  are  situated  on  either  side  of  the 
median  line;  hence  in  entering  the  bladder  by  the  subpubic 
route,  by  following  the  exact  median  line  the  least  hemorrhage 
will  be  encountered. 

The  nerves  are  derived  from — 

(a)  The  pelvic  plexus  of  the  sympathetic. 

(6)  Branches  from  the  third  and  fourth  sacral  nerves. 

The  bladder  is,  therefore,  innervated  by  two  systems,  the 
cerebrospinal  and  the  sympathetic.  The  mucosa  has,  normally, 
little  sensibility,  as  shown  in  the  passage  of  a  catheter  or  sound; 
when  inflamed,  however,  it  is  extremely  sensitive,  especially 
in  the  region  of  the  trigone  and  neck.  Attention  is  again 
called  to  the  intimate  relation  of  the  nerve  supply  of  the 
pelvic  organs  and  the  various  reflexes  noted  in  affections  of 
the  bladder;  for  example,  pain  in  the  bladder  and  rectal  tenes- 
mus, affections  of  the  rectum  and  retention  of  urine,  and  pain 
at  the  end  of  the  penis  in  stone  of  the  bladder. 

The  l3rmphatics  of  the  bladder  terminate  in  the  glands 
situated  along  the  internal  and  external  iliac  vessels.  The 
mucous  membrane  of  the  bladder  contains  no  lymphatics. 
There  are  small  lymphatic  glands  situated  in  the  prevesical 
space  in  which  prevesical  abscess  may  originate. 

The  female  bladder  in  a  general  way  resembles  that  of 
the  male.  It  occupies  the  same  position  and  has  the  same 
structure. 
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Points  of  Difiference. — Because  of  the  absence  of  the 
prostate  the  neck  is  very  distensible.  This  is  a  fact  of  prac- 
tical utility  which  may  be  applied  in  dilating  the  urethra  for 
the  purpose  of  exploring  the  bladder  or  for  the  extraction  of 
stones  and  other  foreign  bodies.  The  bladder  is  related  pos- 
teriorly to  the  uterus,  being  separated  by  a  fold  of  peritoneum 
— the  intervesical  pouch.  Below  this  fold  the  bladder  is  in 
contact  with  the  cervix  uteri  and  the  upper  half  of  the  vagina. 
The  loose  connective  tissue  between  the  bladder  and  uterus 
allows  it  to  be  easily  separated  in  extirpation  of  the  latter 
organ.  The  relations  of  the  bladder  to  the  uterus  and  vagina 
explains  the  occurrence  of  vesico-uterine  and  vesicovaginal 
fistula  which  sometimes  follows  difficult  and  protracted  labors. 
It  also  suggests  the  possibility  of  exploring  the  bladder  by  the 
vaginal  touch  and  entering  the  bladder  through  a  vaginal 
incision  (see  Fig.  258). 

In  the  female  bladder  there  is  not  found  the  deep  depression 
behind  the  trigone  which  is  usual  in  the  male;  on  the  contrary 
there  is  frequently  a  median  prominence  formed  by  the  neck 
of  the  uterus,  on  each  side  of  which  are  two  depressions  in 
which  a  stone  or  foreign  body  is  apt  to  lodge. 

The  ureters  coui^se  tetween  the  bladder  and  the  anterior 
wall  of  the  vagina  and  open  into  the  bladder  about  1  in.  below 
the  level  of  the  cervix.  Hence  in  vaginal  hysterectomy  and 
amputations  of  the  cervix  the  location  of  the  ureters  should 
be  kept  in  mind  and  avoided  by  directing  the  knife  close  to 
the  anterior  surface  of  the  uterus. 

Clinical  Considerations.— The  position  of  the  bladder 
within  the  pelvic  cavity  and  l)ehind  the  symphysis  pubis  gives 
it  a  certain  protection  against  injury. 

Wounds  of  the  bladder,  however,  may  be  brought  about  by 
the  sharp  fragments  of  a  fractured  pelvis  penetrating  its  walls; 
the  distended  bladder  may  be  ruptured  by  a  blow  applied  to 
the  abdominal  wall,  without  fracture  of  the  pehns  or  evidence 
of  external  injur\'.  Penetrating  wounds  of  the  perineum, 
rectum,  or  great  sacrosciatic  foramen  may  involve  the  bladder. 
The  danger  attending  wounds  of  the  hhidder  is  the  extravasa- 
tions of  urine  into  the  surrounding  tissues  (intraperitoneal  or 
extraperitoneal).  In  extraperitoneal  extravasation  of  urine 
the  loose  cellular  tissue  between  the  bladder  and  the  pehic 
wall  is  rapidly  invaded  and  even  the  subperitoneal  tissue 
of  the  abdominal  wall  may  l>e  involved. 

Extroversion  of  the  bladder  is  due  to  a  congenital  defect 
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in  which  the  lower  part  of  the  abdominal  wall  and  the  anterior 
wall  of  the  bladder  are  wanting,  so  that  the  posterior  wall 
of  the  bladder  with  its  ureteral  orifices  may  be  seen  protruding 
through  the  abdominal  defect.  The  treatment  of  this  con- 
dition is  most  difficult,  since  implantation  of  the  ureters  into 
the  intestine  is  usually  followed  by  stricture  of  the  ureteral 
orifices  and  ascending  infection  of  the  kidney. 

Malpositions. — As  already  noted,  the  bladder  may  be  found 
in  an  inguinal  or  femoral  hernia.  In  the  female  the  adherence 
of  the  bladder  to  the  anterior  vaginal  wall  may  cause  a  dis- 
placement of  the  bladder  doA\Tiward  {vaginal  Cj/stocele)  after 
the  vaginal  wall  has  been  weakened  by  the  overdistention 
of  parturition. 

Hypertrophy  of  the  bladder  wall  may  follow  those  conditions 
which  give  rise  to  chronic  obstruction  to  the  flow  of  urine 
(stricture  and  hypertrophied  prostate).  The  muscular  fibers 
of  the  bladder  are  overexercised  in  their  effort  to  overcome 
the  obstruction  and  stand  out  prominently  in  the  wall  of  the 
bladder,  producing  an  appearance  known  as  **  fasciculated 
bladder.''  Between  these  muscular  bundles  the  wall  is  thin 
and  easily  distended,  and  as  a  result  sacculi  are  formed  in 
which  urine  may  lodge  or  calculi  develop.  A  sacculus  may 
form  which  in  time  may  become  as  large  as  the  bladder  itself. 

The  Pathologic  Triangle. — Attention  is  again  called  to  the 
triangular  area  at  the  base  of  the  bladder  which  corresponds 
to  the  trigone,  the  three  orifices  at  the  three  angles  forming 
the  three  avenues  of  infection.  This  area  is  the  center  of 
vesical  pathology;  cystitis,  tuberculosis,  and  papilloma  are 
usually  found  at  this  point. 

Access  to  the  bladder  may  be  gained  for  purposes  of  exami- 
nation— 

(a)  By  way  of  the  urethra  in  sounding  for  stone,  or  in 
making  a  cystoscopic  examination  of  the  bladder  wall.  In  the 
female  the  shortness  and  dilatability  of  the  urethra  suggest 
the  feasibility  of  removing  stones  or  other  foreign  bodies  by 
this  route. 

{b)  By  way  of  the  rectum  the  trigone  may  \ye  palpated  and 
calculi  in  the  lower  ends  of  the  ureters  can  be  recognized. 
Opening  the  bladder  through  the  rectum  has  l^een  abandoned 
Ix^cause  of  the  important  structures  at  the  base  of  the  bladder 
and  the  certainty  of  infection  from  the  rectum. 

The  bladder  is  opened  by  two  routes: 

(a)  The  suprapid)ic  route  is  preferable  and  is  the  one  usually 
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selected.  The  bladder  is  opened  just  above  the  symphyas, 
through  the  prevesical  space,  after  inflation  with  air  to  increase 
the  anterior  surface  of  the  bladder  uncovered  by  peritoneum. 
Through  this  space  the  bladder  may  be  tapped  in  cases  of 
retention  by  the  aid  of  a  trocar. 

Q})  The  perineal  route  is  much  less  frequently  useti  than 
formerly,  because  of  the  limited  room  and  the  inadequate 
exposure.  It  ia  used  only  in  connection  with  obstructive 
lesions  in  which  bladder  drainage  is  desirable. 

THE  PROSTATE 

The  prostate  i.s  a  glandular  organ  connected  with  the  gen- 
erative function.  It  envelops  the  neck  of  the  bladder  and  is 
traversed  by  the  first  or  prostatic  portion  of  the  urethra  (Fig. 
254).  It  secretes  a  viscid  fluid  which  mixes  with  the  sperm 
and  pxercises  ii.  Iipnoficial  influence  on  the  vitahty  of  the  sperma- 


Its  form  has  lieen  compared  to  a  horse  chestnut,  or.  Iwtter, 
to  a  cone  flattened  from  above  down;  its  base  is  above  and  in 
contact  with  the  bladder;  its  apex  below  in  contact  with  the 
deep  layer  of  the  triangular  ligament.  Although  the  prostate 
seems  to  completely  encircle  the  prostatic  portion  of  the  urethr*, 
Spalteholz  has  shown  that  this  organ  does  not  completely 
round  it,  that  it  is  really  in  the  form  of  a  broad  clasp,  open 
front,  and  that  the  interval  is  closed  by  the  prostatic  mi 
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continuous  with  the  muscular  fibers  which  close  the  urethral 
orifice  (Fig.  255). 

The  prostate  is  surrounded  by  a  fibrous  sheath  derived  from 
the  rectovesical  fascia,  which  covers  it,  exrept  at  the  apex 
and  at  the  junction  of  its  base  with  the  neck  of  the  bladder. 
Its  true  cap.sule,  distinct  from  the  sheath,  is  composed  of 
fibrous  tissue  which  is  continuous  with  the  stroma  of  the  gland, 
and  forms  a  complete  investment.  Fibrous  prolongations  pass 
between  the  sheath  and  the  capsule,  which  hold  the  prostate 
firmly  in  its  place,  and  in  this  compartment  also  lies  the  pros- 
tatic plexus  of  veins,  situated  chiefly  on  the  anterior  and  lateral 
aspects  of  the  gland.  Thus  it  will  l)e  olKnerved  that  the  prostate 
is  enveloped,  first  by  its  true  capsule,  secondly  by  its  venous 
plexus,  and  thirdly  by  its 
sheath. 

Its  volume  varies  ac- 
cording to  age ;  in  the  child 
it  is  small,  at  puberty  it 
suddenly  increases  in  ^ize 
like  the  other  genital  or- 
gans, and  attains  complete 
development  at  the  age 
of  twenty-five.  After  the 
age  of  fifty-five,  unlike  the 
other  genital  organs  which  f"-  2.v,.— sr.i-riov  of  the  ptobtate. 

imdergo  more  or  less  at ro-  "'*  """  "  '*"  "u'reiiln? "'  * '""™''"  '  • 
phy.  it   increases  in  size. 

three  or  four  times  its  normal  \'oUime  {h;ipertropkied  proslale). 
giving  rise  to  a  train  of  symptoms  which  follow  a  gradual 
ob.struction  to  the  vesical  outlet.  In  the  normal  state  the 
prostate  measures  about  IJ  in,  in  length,  IJ  in.  in  breadth, 
and  weighs  6  drams. 

Relations. — The  anterior  or  pubic  Hurjacr  is  shoiter  and 
less  thick  than  the  posterior  surface.  It  is  covered  by  the 
pro.'it.'itic  muscle,  and  lies  al>out  |  in,  l)ehind  the  symphysis 
pubis,  from  which  it  is  separated  by  a  plexus  of  veins  (the 
pli'.rus  of  Sanlorini). 

The  poxterior  or  rednl  nvrjace  rests  directly  on  the  anterior 
wall  of  the  rectum,  being  separateil  only  by  loose  cellular 
ti-^sue  and  the  fibrous  sheath.  Because  of  this  cellular  interval 
the  ghmd  is  easily  separated  from  the  anterior  surface  of  the 
rectvim  in  extirpation  of  the  prostate. 

The  prostate  can  l>e  easily  palpated  by  rectal  examination. and 
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proytatie  abscesa  may  be  opened  through  the  rectum.  The 
liistiince  of  the  prastate  from  the  anus  is  about  li  in.  Lat- 
erally, the  prostate  ia  covered  by  the  aponeurosis  of  the  levator 
ani  muscles,  from  which  it  ia  separated  by  a  plexus  of  veina. 

The  base  or  superior  surface  is  in  contact  with  the  base  of 
the  bladder,  lieing  attached  to  the  niusculiir  coat  of  the  wall 
of  the  bladiler. 


The  apex  is  directed  downward  and  is  in  contact  with  the 
deep  layer  of  the  triangular  ligament.  It  corresponds  to  the 
apex  of  the  recto-urelhral  triaruile.  just  at  the  jjoint  where  the 

rectum  l)ends  downwartl  and  backwanl  towanl  the  anus. 

Intcrnatlii,  the  prostate  is  tunneled  by  the  prostatic  urethra, 
which  is  situated  much  nearer  the  anterior  than  the  posterior 
surface,  and  measures  about  1{  in.  in  length.    The  Boor  of  the 
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prostatic  urethra  contains  a  numl)er  of  orifices  which  are  of 
f^reat  clinical  importance  (Fig.  256): 

(a)  The  orifices  of  the  ejacvlatoni  ducts — two  small  orifices 
situated  on  the  margins  of  the  verumontanum,  a  narrow  longi- 
tudinal ridge  of  mucous  membrane  which  occupies  the  middle 
of  the  floor  of  the  urethra.  Between  the  orifices  of  the  ejacu- 
latory  ducts  is  a  small  blind  pouch  about  A  in.  in  length,  extend- 
ing backward  under  the  verumontanum  into  the  substance  of 
the  prostate,  called  the  prostatic  utricle.  It  is  the  homologue 
of  the  vagina  in  the  female. 

(6)  The  orifices  of  the  prostatic  ducts  which  carry  the  pros- 
tatic secretion  open  on  each  side  of  the  venimontanum  in 
a  little  furrow  called  the  prostatic  sinu.^.  It  will  be  observed 
that  the  prostatic  urethra  is  a  region  of  great  clinical  importance 
l)e('ause  of  the  many  ducts  w^hich  are  open  to  infection.  Thus, 
a  posterior  urethritis  may  invade  the  prostatic  ducts  and  give 
rise  to  prostatic  abscess;  it  may  travel  along  the  ejaculatory 
ducts  and  infect  the  seminal  vesicles  or,  further  along,  produce 
an  epididymitis.  Inflammation  of  the  verumontanum  may 
produce  stricture  or  even  obliteration  of  the  orifices  of  the 
ejaculatory  ducts. 

The  Lateral  Lobes. — On  the  anterior  and  posterior  surfaces 
of  the  prostate  in  the  median  line  is  a  vertical  furrow  which 
indicates  the  line  of  division  l^etween  the  two  lateral  lobes. 
The  prostate  is,  therefore,  a  bilol)ed  organ,  and  the  so-called 
'*  middle  lobe'^  is  only  a  pathologic  condition — an  enlargement 
of  that  portion  of  the  prostate  situated  Ixjhind  the  urethra, 
between  the  orifices  of  the  ejaculatory  ducts  and  the  internal 
orifices  of  the  urethra,  where  the  glandular  structure  is  espe- 
cially well-developed. 

The  structure  of  the  prostate  is  musculoglandular;  t.  e.,  it 
is  a  glandular  organ  with  a  muscular  stroma.  It  contains  forty 
or  fifty  glands  of  the  tubular  variety,  the  ducts  from  which 
unite  to  form  fifteen  to  twenty  larger  ducts,  which  open  into 
the  prostatic  urethra  on  the  sides  of  the  verumontanum. 

Vessels. — The  arteries  of  the  prostate  are  derived  from  the 
inferior  vesical,  the  middle  hemorrhoidal,  and  the  internal 
])U(lic.     They  are  small  and  have  no  surgical  significance. 

The  veins  are  very  numerous  and  important.  They  form 
a  plexus  which  lies  chiefly  on  the  anterior  and  lateral  aspect  of 
the  prostate,  l>etween  the  fibrous  sheath  and  the  true  cap- 
sule (see  page  487).  They  communicate  wuth  the  veins  of 
the  urethra,  the  veins  of  the  bladder,  and  the  hemorrhoidal 
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veins.  Testut  observes  that  simple  congestion  of  these  veins 
may  give  rise  to  dysuria  or  even  retention  of  urine.  Wounding 
these  veins  during  the  course  of  an  operation  may  produce 
serious  liemorrhage  or  infective  thrombophlebitis.  These 
accidents  are  best  avoided  in  prostatectomy  by  performing 
a  subcapsular  enucleation  of  the  gland. 

The  Ijrmphatics  of  the  prostate  are  both  intraglandular  and 
periglandular.  They  form  a  rich  network  about  the  gland  and 
their  collecting  trunks  pass  to  the  external  and  internal-  iliac 
glands.  A  few  trunks  are  received  by  the  sacral  glands.  On 
the  posterior  surface  of  the  prostate  are  two  or  three  lymphatic 
glands  which  play  an  important  part  in  the  pathology  of 
periprostatic  abscess. 

The  nerves  of  the  prostate  are  derived  from  the  hypogastric 
plexus  of  the  sympathetic. 

Clinical  Considerations.— The  ease  with  which  the  pros- 
tate may  be  examined  by  the  rectal  touch,  and  its  form  and 
consistency  noted,  has  already  been  alluded  to. 

Abscess  of  the  prostate  is  usually  secondary  to  gonorrhea, 
the  infection  being  conveyed  along  the  prostatic  ducts  to  the 
substance  of  the  gland.  Prostatic  abscess  may  burrow  into 
the  pelvic  cellular  tissue  and  become  diffused,  or  it  may  dis- 
charge into  the  urethra  or  rectum,  or  both.  In  the  latter  case 
a  urethrorectal  fistula  is  established  which  heals  with  difficulty. 

Hypertrophied  Prostate. — While  true  tumors,  such  as 
myomata,  adenomata,  and  cancer,  are  found  at  times  in  the 
prostate,  the  most  frequent  affection  of  the  prostate  is  a  general 
glandular  enlargement,  which  usually  occurs  aft^r  the  age  of 
fifty-five,  and  is  known  as  hypertrophied  prostata.  So  common 
is  this  affection  in  the  latter  part  of  life  that  it  is  recognized  as 
the  infirmity  of  old  men. 

The  Anatomic  Effects  of  Enlarged  Prostate, — In  this  con- 
nection recall  the  relations  of  the  prostate  at  the  base  of  the 
bladder  and  the  fact  that  it  is  tunneled  bv  the  urethra  from 
base  to  apex. 

(a)  Increase  in  the  Length  of  the  Prostatic  Urethra, — As  the 
prostate  enlarges,  the  urethra  elongates  and  may  rcach  two  or 
three  times  its  normal  length;  hence,  the  need  of  a  longer 
catheter  to  enter  the  bladder  when  the  prostate  is  enlarged. 

(h)  Change  in  the  Direction  of  the  Urethra. — The  vesical 
orifice  is  raised  so  that  the  outlet  is  no  lonfrer  at  the  most 
dependent  part  of  the  bladder.  The  prostatic  urethra  may  l)e 
elevated  in  the  center  so  that  its  anterior  and  j)osterior  seg- 
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ments  form  a  right  angle.  If  there  is  an  unequal  enlargement 
of  the  two  lateral  lobes  there  may  l^e  a  lateral  deviation  of  the 
urethra.  If  an  enlargement  exists  just  back  of  the  vesical 
orifice  a  Y-shaped  channel  may  be  produced  (Deaver).  All 
these  changes  in  the  direction  of  the  urethra  suggest  the  neces- 
sity for  special  catheters  in  reaching  the  prostatic  bladder  and 
the  special  manipulation  which  they  require. 

(c)  Effects  on  Micturition. — ^The  gradual  obstruction  of  the 
vesical  outlet  first  leads  to  difficulti/  of  urinationy  which  must 
naturally  lead  to  hypertrophy  of  the  bladder  in  its  extra  effort 
required  to  counteract  the  obstruction;  later  atrophy  and 
dilatation  follow,  resulting  in  feeble  power  of  expulsion,  so  that 
the  last  portion  of  the  urine  is  voided  in  driblets.  In  the  event 
of  a  pedunculated  enlargement  of  tlie  "middle  lobe'^  an  ob- 
struction is  formed  at  the  vesical  outlet  which  acts  like  a  ball- 
valve;  the  greater  the  effort  to  urinate,  the  tighter  is  the  outlet 
closed;  passing  a  catheter  is  the  only  means  of  relief  in  these 
conditions. 

Frequency  of  urination  is  the  result  of  congestion  at  the  neck 
of  the  bladder  or  a  secondary  ^'vstitis.  These  changes  produce 
reflex  disturbances  in  the  kidneys  which  increase  the  quantity 
of  urine,  and  thus,  as  Deaver  observes,  a  vicious  circle  is  estab- 
lished. 

Access  to  the  prostate  may  be  obtained  by  three  routes: 

(a)  The  Suprapubic  Route. — By  means  of  a  suprapubic 
cystotomy  the  bladder  is  opened  and  the  prostate  reached 
through  an  incision  in  the  mucous  membrane  at  the  neck  of 
the  bladder. 

(6)  The  Perineal  Route. — ^Through  a  perineal  incision  in 
front  of  the  anus  traversing  the  recto-urethral  triangle,  the 
apex  of  which  is  formed  by  the  apex  of  the  prostate  (see  pages 
472  to  488).  The  manifest  advantages  of  this  route  in  the 
accessibility  of  the  prostate,  the  avoidance  of  an  extensive 
wound  of  the  floor  of  the  bladder,  and  the  excellent  drainage 
which  it  affords,  render  it  the  route  of  choice  in  total  extir- 
pation of  the  prostate. 

(r)  The  rectal  route  is  used  only  in  opening  prostatic  and 
periprostatic  abscesses. 

THE  SEMINAL  VESICLES  AND  DUCTS 

In  studying  the  seminal  vesicles  and  ducts  note  their  analog}' 
to  the  gall-bladder  and  ducts — the  vas  deferens  carries  the 
accretion  from  the  testicle  and  the  semen  is  stored  in  the  seminal 
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vesicles  as  the  bile  in  the  gall-blmi<ler ;  the  seminal  vedcles 
terminate  in  a  narrow  duct  (the  excretory  duct)  which  joins 
the  vas  deferens  to  form  the  ejaculatory  ilucl,  not  unlike  the 
common  bile-duet.  The  semen  is  finally  deposited  in  the 
prostatic  urethra,  which  again  corresponds  to  the  deposition 
of  bile  in  the  duodenum. 

The  seminal  vesicles  are  two  musculomembranous  reser- 
voirs situated  between  the  base  of  the  bladder  and  the 
rectum  (Fig.  257).  Their  function  is  to  collect  the  semen  and 
add  to  its  bulk  Ijefore  it  is  projected  in  the  act  of  ejacula- 
tion. The  seminal  vesicles  are  pear-shape<l  organs;  their  bases, 
about  i  in.  in  width,  are  above  and  separated  by  an  interval; 
their  lower  ends  are  narrow  and  converge  to  join  the  vaaa 
deferentia,  opposite  the  base  of  the  prostate.  They  are  about 
2i  in.  in  length  and  i  in.  in  thickness.     In  front  they  are  in 


contact  witii  the  base  of  the  bladder,  Ijeing  separated  above  by 
the  terminal  portion  of  the  ureters;  l>ehind  is  the  anterior 
surface  of  the  rectum  with  the  intervening  rectovesical  fascia; 
l)elow  they  meet  at  the  base  of  the  piostale;  on  the  inner  side 
of  each  .'leminal  vesicle  iiins  the  enlarged  and  convoluted  vas 
deferens.  Above,  the  rectovesical  fold  of  periloneum  (cul-de- 
sac  of  Douglas)  descends  and  partially  invests  their  bases.  The 
seminal  vesicles  are  invested  by  a  fibrous  slieath,  derived  from 
the  rectovesical  fascia,  from  which  the>"  nia>'  Ix;  readily  shelled 
out. 

The  intervesicular  triangle  is  formed  by  the  converpng 
vjisa  tieferentia  and  seminal  vesicles,  and  represents  the  tri- 
angular area  of  the  bladder  in  contact  with  the  rectum.  It 
also  corre.'^ponds  to  the  vesical  trigone  (sec  Via-  2.')2). 

The  vas  deferens   U  the   excretory  duct   of  the   testicle, 
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characterized  bv  its  thick  walls  and  small  caliber.  It  is  about 
2  ft.  in  length  and  extends  from  the  globus  minor  to  the  base 
of  the  prostate,  where  it  joins  the  excretory  duct  of  the  seminal 
vesicle  to  form  the  ejaculatory  duct. 

Its  Course. — From  the  epididymis  it  ascends  along  the  back 
of  the  spermatic  cord  to  the  external  ring,  through  the  inguinal 
canal  and  internal  ring.  It  curves  around  the  deep  epigastric 
vessels,  crosses  the  external  iliac  vessels,  and  descends  into  the 
pelvis  on  the  side  of  the  bladder.  It  passes  between  the  bladder 
and  terminal  portion  of  the  ureter,  runs  along  the  inner  side  of 
the  seminal  vesicles,  where  it  tecomes  dilated  and  forms  the 
ampulla;  at  the  base  of  the  prostate  it  unites  with  the  seminal 
duct  to  form  the  ejaculatory  duct. 

The  ejaculatory  ducts  are  the  two  common  ducts  formed  at 
the  base  of  the  prostate  by  the  junction  of  the  seminal  duct  and 
the  vas  deferens.  They  are  about  J  in.  in  length,  run  fon^'ard 
in  the  substance  of  the  prostate,  and  open  separately  in  the 
prostatic  urethra  on  the  verumontanum  at  the  lateral  margin 
of  the  prostatic  utricle. 

Clinical  Considerations. — The  seminal  vesicles  are  acces- 
sible to  the  rectal  touch;  hence  by  this  route  massage  or  "milk- 
ing'^ of  the  ducts  is  performed.  The  seminal  vesicles  are 
infected  from  neighboring  parts  of  the  genito-urinary  tract; 
gonorrheal  vesiculitis  may  terminate  in  alDscess,  or  tubercular 
infection  may  be  secondary  to  tuberculosis  of  the  testes,  the 
infection  traveling  along  the  vas  deferens. 

The  relations  of  the  base  of  the  seminal  vesicles  with  the 
rectovesical  fold  of  peritoneum  explains  the  invasion  of  the 
peritoneum  which  sometimes  follows  gonorrheal  vesiculitis, 
tuberculosis,  and  cancer. 

Access  to  the  seminal  vesicles  may  Ije  had  through  the  peri- 
neal route  by  traversing  the  recto-urethral  triangle.  They  are 
readily  shelled  out  of  their  fibrous  capsule.  The  intimate 
relation  of  the  ejaculatory  (hicts  with  the  prostata  and  pros- 
tatic urethra  explains  their  loss  of  function  in  diseases  of  the 
prostate,  and  the  strictures  and  obliteration  of  their  orifices 
in  posterior  urethritis. 

THE  UTERUS 

The  uterus  is  a  hollow  muscular  organ  destined  to  receive 
the  fecundated  ovum,  nourish  it  during  development,  and 
expel  it  at  the  time  of  parturition.  It  is  situated  in  the  cavity 
of  the  pehis  and  suspended  between  the  folds  of  the  broad 
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ligament.  It  lies  above  and  at  right  angles  to  the  vagina, 
behind  the  bladder,  and  in  front  of  the  rectum  (Fig.  258). 
Note,  therefore,  that  the  uterus  is  essentially  mobile,  and  that 
it  is  situated  between  two  organs  which  alternately  distend" 
and  contract;  hence,  while  the  position  of  the  uterus  is  relatively 
the  same,  il  actually  varies  with  the  state  of  the  bladder  and 
rectum. 


Its  form  is  that  of  a  pe:ir  flattened  ant«roposteriorly ;  the 
base  above,  the  apex  l^elow  and  inserted  into  the  superior  wall 
of  the  vagina.  At  the  junction  of  its  middle  and  lower  thirds 
is  a  constriction,  the  isthmus,  which  divides  the  uterus  into 
two  parts,  the  triangular  hodi/  and  the  ci/lindric  neck  (cervix 
uteri).  These  two  divisions  must  l>e  kept  distinctly  in  mind, 
since  they  differ  in  function  and  pathology. 

Its  size  varies  according  to  age  and  physiologic  conditions. 
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The  muUiparous  adult  uterus  is  alx)ut  3  in.  long,  2  in.  wide  at 
its  upper  part,  and  1  in.  in  thickness.  It  weighs  about  IJ  oz. 
The  uterus  is  always  larger  during  menstruation. 

The  relations  of  the  body  and  the  neck  vary  greatly 
according  to  age-  In  young  children  the  cervix  is  larger 
than  the  body;  in  the  adult  virgin  the  cervix  and  body  are 
about  equal;  and  in  the  multipara  the  body  is  about  twice 
the  size  of  the  cervix. 

Its  Position. — The  normal  position  of  the  uterus  is  difiBcult 
to  define  because  the  uterus  is  a  verv  mobile  organ,  and  its 
direction  varies  with  the  position  of  the  indnidual  and  with 
the  state  of  the  bladder  and  rectum  therefore  the  uterus  has 
no  fixed  position.     Hoi\p\cr    inde[>cndent   of  the  deviations 


which  follow  an  empty  or  distended  bladder,  the  uterus  is 
normally  maintaine<l  by  its  ligaments  in  a  position  of  equilib- 
rium, and  this  position  is  one  of  anteversion;  that  is,  the  uterus 
lies  on  the  posterior  surface  of  the  bladder,  its  axis  at  nearly 
a  right  angle  with  the  axis  of  the  vagina  (Fig.  259V  Again, 
note  that  the  longitudinal  axis  of  the  body  and  the  cervix  are 
not  normally  in  the  same  straight  line,  the  body  is  flexed  on  the 
cervix,  forming  a  slight  angle,  open  in  front — anteflexion. 
Hence,  the  normal  position  of  the  uterus  is  one  of  anteversion 
and  slight  anteflexion.  Distinctions  between  versions  and 
flexions  should  he  well-defined  to  comprehend  their  mechanical 
effects.  Thus,  in  versions  the  body  and  cervix  do  not  change 
their  relation;  the  organ  makes  a  see-saw  movement;  when  the 
body  is  carried  backward  the  cervix  is  carried  forward;  as  the 
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uterus  is  anteverted  or  retroverted  the  cervix  lies  toward  the 
rectum  or  toward  the  symphysis  (see  Fig.  259).  In  flexions 
the  body  is  bent  on  the  cervix;  in  anteflexion  the  body  inclines 
toward  the  bladder;  and  in  retroflexion  the  body  inclines  toward 
the  rectum.  It  is  well  to  note  that  while  the  uterus  is  normally 
subject  to  various  deviations;  it  is  when  the  temporary  devia- 
tion becomes  fixed  that  a  displacement  is  established  which 
affects  both  function  and  relation.  These  displacements  play 
an  important  r61e  in  the  pathology  of  the  female  pelvis,  and 
their  practical  application  will  be  further  noted  when  the  rela- 
tions of  the  uterus  to  the  surrounding  viscera  are  studied. 

Means  of  Fixation. — Although  the  uterus  is  very  mobile, 
it  is  held  within  certain  physiologic  limits  and  maintained  in 
position  by — 

(a)  The  broad  ligaments,  which  are  attached  to  the  sides  of 
the  pelvis  and  suspend  the  uterus  in  the  pelvic  cavity  like 
a  hammock. 

(6)  The  round  ligaments,  attached  in  front,  maintain  it  in 
normal  anteversion  and  oppose  posterior  or  lateral  displace- 
ments. 

(c)  The  uterosacral  ligaments,  fixed  behind  to  the  sacrum 
and  in  front  to  the  cervix,  steady  the  cervix  and  prevent  pro- 
lapsus. 

In  addition  to  the  ligaments  the  uterus  receives  support  from 
the  vessels  which  surround  it,  and  from  the  perineal  floor. 

When  the  uterus  becomes  pregnant  the  ligaments  are  grad- 
ually lengthened  to  accommodate  themselves  to  the  new- 
conditions.  After  childbirth  the  ligaments  gradually  contract 
to  re-establish  the  normal  relations.  The  relaxation  of  the 
ligaments  after  childbirth  is  the  frequent  cause  of  displace- 
ments and  prolapsus,  and  accentuates  the  danger  of  allowing 
women  to  get  up  too  soon  after  labor. 

Relations. — Antenorly,  the  upper  three-fourths  of  the 
uterus,  above  the  level  of  the  cervix,  is  covered  by  peritoneum 
and  is  in  relation  with  the  posterior  surface  of  the  bladder,  from 
which  it  is  separated  by  the  utero vesical  pouch  of  peritoneum. 
The  lower  fourth  is  deprived  of  peritoneum  and  is  separated 
from  the  posterior  surface  of  the  bladder  by  a  layer  of  connec- 
tive-tissue (see  Fig.  258).  This  intimate  relation  of  the  uterus 
with  the  bladder  explains  the  effect  of  forward  displacements  of 
the  uterus  in  producing  vesical  irritation  (dysuria,  polyuria,  etc.). 

Posteriori!/,  the  uterus  is  more  convex  than  the  anterior 
surface,  and  is  covered  by  peritoneum  its  entire  length.     It 
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corresponds  to  the  anterior  surface  of  the  rectum,  from  which 
it  is  separated  by  a  fold  of  peritoneum — the  cul-de-sac  of  Douglas. 
Note  in  this  relation  that  the  cul-de-sac  of  Douglas  covers  also 
the  posterior  surface  of  the  cervix  and  the  upper  posterior 
surface  of  the  vagina  (see  Fig.  258).  This  relation  is  important, 
since  it  permits  examination  of  uterine  conditions  by  means  of 
the  rectal  touch — a  convenient  method  to  use  in  examining 
virgins,  in  whom  the  hymen  forms  an  impediment. 

In  retrodisplacements  of  the  uterus  pressure  on  the  rectum 
may  cause  constipation,  and  the  compression  of  uterine  fibroids 
has  caused  intestinal  obstruction. 

2^ he  cul-de-sac  of  Douglas  is  the  pathologic  pouch  of  the  female 
pelvis.  The  position  of  the  ovaries  and  tubes  suspended  within 
this  pocket,  the  numerous  inflammator>'  lesions  to  which  they 
are  subject,  and  the  rupture  of  a  tubal  pregnancy  are  the 
frequent  causes  of  purulent  and  sanguineous  collections  within 
this  pouch  easily  recognized  by  vaginal  examination  and  often 
amenable  to  operative  treatment  through  the  posterior  vaginal 
wall. 

Laterailyy  the  uterine  borders  are  slightly  concave  and  cor- 
respond to  the  line  of  attachment  of  the  peritoneal  folds  forming 
the  broad  ligaments.  They  are  traversed  in  their  entire  extent 
by  the  uterine  artery  and  the  accompanying  veins. 

Superiorlify  the  fundus  of  the  uterus  is  convex  and  covered  by 
peritoneum.  At  its  two  extremities,  where  it  is  continuous  with 
the  lateral  border,  are  the  angles  of  the  uterus,  to  which  the 
Fallopian  tubes  are  attached.  It  is  in  relation  with  the  coils 
of  small  intestine  and  the  sigmoid  flexure. 

The  Cervix. — The  neck  or  cervix  uteri  is  the  lower  con- 
stricted portion  of  the  uterus;  around  its  circumference,  at  the 
junction  of  its  middle  wdth  its  lower  third,  is  inserted  the  vagina, 
dividing  it  into  two  segments,  the  supravaginal  portion  and 
the  vaginal  portion.  Note  the  peculiar  formation  of  the 
cervix  and  vaginal  junction.  The  cervix  is  inserted  into  the 
upper  anterior  wall  of  the  vagina,  at  right  angles  to  its  axis,  so 
that  the  lower  extremitv  of  the  cervix  is  in  direct  contact  with 
the  posterior  vaginal  wall  (Fig.  260). 

The  supravaginal  portion  is  in  contact  with  the  base  of  the 
bladder,  from  which  it  is  separated  by  cellular  tissue.  The 
walls  between  the  two  cavities  are  not  very  thick,  and  vesico- 
uterine fistula  sometimes  occurs  as  the  result  of  parturition. 
Posteriorly,  it  is  covered  by  the  anterior  fold  of  Douglas'  pouch, 
which  separates  it  from  the  rectum. 

32 
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On  the  sides  it  sustains  a  most  important  relation  with  the 
uterine  art«ry  iind  veins  and  the  terminal  portion  of  the  ureter. 
The   ureter   Is  separated  jrom   the  suprnrn^innl   portion    of    the 


cervix  bi/  a  distance  0}  \  in.,  and  is  crossed  in  front  bij  the  uterine 
artern  (Fig.  261).  The  danger  of  wounding  the  ureter  in 
removing  the  uterus  or  cervix  is  evident. 


The  vaginal  portion  of  the  eer\ix  is  the  pai-t  which  projects 
into  the  vagina  and  can  lie  .seen  through  the  speculum  and 
felt  ljy  vaginal  examination.  It  is  a  cone-shaped  body,  at  the 
extremity  of  which  is  a  small  aperture,  the  external  os.  or 
external  mouth  of  the  wnmh.     In  the  virpin  the  external  os  is 
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nearly  circular;  in  women  who  have  bome  children  it  is  larger, 
irregular,  and  in  the  form  of  a  transverse  slit.  The  external 
OS  divides  the  vagina!  portion  of  the  cervix  into  two  lip8,  a  lower 
or  anterior  lip,  and  an  upper  or  posterior  lip,  which  is  longer, 
owing  to  the  higher  attachment  of  the  va^nal  wall  behind- 
Owing  to  the  fact  that  the  axis  of  the  uterus  is  at  right  angles 
to  ihat  of  the  vagina,  the  external  os  rests  against  the  posterior 


wall   of   the    vagina,   and  the  an- 
terior lip  is  the  first  part  seen  or 
felt    in     a    vaginal    examination. 
During  parturition  the  anterior  lip 
may  fie   compressed   lietween   the 
fetal  head  and  the  pubis,  and  be- 
come the  seat  of  an  edema  of  con- 
siderable volume. 
The  cervix  is  also  prone  to  lacerations  during  parturition. 
They  may  be  unilateral,  bilateral,  or  stellate.     They  play  an 
important  role  in  the  pathologj'  of  uterine  inflammations  and 
in  the  development  of  cervical  cancer. 

Atresia  of  the  cervix  may  be  congenital  or  cicatricial;  the 
result  of  injuries,  operations,  or  the  application  of  caustics. 
Whatever  the  cause,  retention  of  the  menstrual  fluid  results, 
favoring  the  extension  of  uterine  inflammation  to  the  tubes 
and  ovaries,  and  necessitating  a  <lilatation  of  the  cervical  canal. 
The  cavity  of  the  uterus  averages  about  2\  in.  in  length 
and  may  be  divided  into  two  portions: 

(n)  The  caviUi  of  the  body,  triangular  in  form,  the  base  being 
above,  the  apex  below.  At  each  angle  of  the  triangle  is  an 
orifice:  superiorly,  the  orifices  of  the  Fallopian  tubes;  interiorly, 
the  orifice  of  the  internal  os  (Fig.  262). 
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(6)  The  cavity  of  the  cervix  is  fusiform,  with  a  retracted 
orifice  at  each  end.  The  upper  orifice  (the  internal  os)  opens 
into  the  cavity  of  the  body,  the  lower  orifice  (external  os)  opens 
into  the  vagina.  The  walls  of  the  cavity  present  longitudinal 
folds  of  mucous  membrane  from  which  secondary  folds  extend 
obliquely,  giving  it  the  appearance  of  branches  of  a  tree;  hence, 
the  name  arbor  vita:  has  been  applied  to  it. 

The  Wall  of  the  Uterus. — Omitting  the  peritoneal  coat, 
which  has  been  described  elsewhere,  the  wall  of  the  uterus  is 
essentially  composed  of  two  coats,  a  muscular  and  a  mucous. 

The  muscular  coat  is  the  thicker,  and  consists  of  crossed 
fillers  of  three  kinds.  The  superficial  longitudinal  fibers  occupy 
the  anterior  and  posterior  surfaces  of  the  uterus  and  send  pro- 
longations to  the  uterine  ligaments  and  Fallopian  tubes. 

The  middle  layer  is  the  thickest  of  the  three  and  forms  an 
inextricable  network  of  longitudinal  and  transverse  fibers. 
Some  of  the  fibers  form  sphincters  at  the  orifices  of  the  Fallopian 
tubes  and  at  the  os  internum.  The  deep  layer  consists  of 
longitudinal  fibers  mingled  with  connective-tissue  and  elastic 
fibere.  The  muscular  tissue  of  the  uterus  forms  nearly  the 
entire  thickness  of  the  uterine  wall.  During  gestation  it 
undergoes  hypertrophy,  and  by  its  contraction  expels  the  fetus. 

In  this  tissue  develop  the  most  common  benign  neoplasms  of 
the  uterus — fibroin j/omata.  These  tumors  tend  to  assume  large 
proportions,  and  may  cause  grave  symptoms  by  pressure  on 
neighboring  organs  or  by  degeneration. 

The  mucous  coat  lines  the  entire  cavity  of  the  uterus,  con- 
tinuous above  with  the  mucosa  of  the  Fallopian  tubes  and 
below  with  that  of  the  vagina.  The  body  of  the  uterus  is  lined 
with  columnar  ciliated  epithelium  and  is  intimately  connected 
with  the  deep  layer  of  the  muscular  coat.  At  the  external  os 
the  character  of  the  epithelium  changes  to  the  squamous  type, 
which  continues  in  the  vagina.  Hence,  cancer  of  the  cervix  dif- 
fers in  type  and  tendency  according  as  it  arises  from  the  external 
or  inteimal  surface  of  the  cervix;  the  first  rarely,  the  second  inva- 
riably, invades  the  lx)dy. 

Note  the  continuity  of  the  uterine  mucosa  with  the  Fallopian 
tubes  above  and  the  vagina  l)elow — it  explains  the  ravages  of 
vaginal  infection  (gonorrheal)  upon  the  tul)es  and  ovaries. 
The  uterine  mucosa  contains  a  numl>er  of  tubular  glands, 
especially  abundant  in  the  cervical  canal,  whore  they  some- 
times become  cystic  and  are  then  called  the  ovules  of  Naboth. 

In  e7ido7netritis  these  glands  l^ecome  enlarged,  the  secretion 


THE  CTERVS 


601 


,  and  leukorrkea  results.    They  arc  nearly  always  the 
starting-point  in  cancer  of  the  uterus. 

Vessels. — The  blood  supply  of  the  uterus  is  derived  from 
the  uterine  arterj',  a  branch  of  the  internal  iliac,  and  the 
ovarian,  from  the  abdominal  aorta.  Note  in  this  connection 
the  tortuous  course  of  the  uterine  ves-sela  and  the  remarkable 
va.srular  circle  which  they  form  (Fijr.  263). 


The  uterine  artery  reaches  the  uterus  at  a  point  opposite  the 
supravaginal  portion  of  the  cervix  and  crosNcs  in  front  of  the  ureter 
at  a  dii^tancr  of  i  In.  from  the  cerri:c.  It  then  bends  upward  and 
nm.s  close  l>eside  the  Ixxly  of  the  uterus,  Itetween  the  folds  of 
the  broad  ligament,  pving  off  a  numtjer  of  branches  which 
supply  the  uterine  wall,  and  at  the  angle  of  the  uterus  anas- 
tomoses with  the  ovarian  arterj'.  The  spiral  course  of  the 
uterine  artery  is  for  the  evident  purpose  of  allowing  for  the 
increased  size  of  the  uterus  during  pregnancy  without  cau^ng 
tension  of  the  vessels. 
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The  veins  of  the  uterus  take  their  origin  in  the  venules  of  1 
the  mucosa  and  niuscularis.  The  brunches  which  traverse  the  I 
muscularis  are  by  fur  the  most  important.  In  the  pregnant  1 
uterus  they  under(Ki  enurmous  (level opmeiit  and  form  the -I 
uterine  sinuses.     When  (he  placenta  is  expelleii  these  venous  i 


iire  ojjcnpd  luid  hemorrhage  follows.  Contraction  of 
the  muscular  filwrs  closes  the  bleeding  \-easels  and.  as  Testut 
observes,  plays  the  rflle  of  "li\'ing  ligatures." 

Observe,   tlierefore,   the  importance  of  uterine  contraction 
after  labor,  and  the  danger  of  fatal  heniorrhapc  following  uterine 
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inertia.  The  uterine  veins  terminate  in  the  venous  plexuses 
of  the  broad  ligament  and  anastomose  with  those  surrounding 
the  base  of  the  bladder,  the  vagina,  and  rectum;  hence  the 
effect  of  uterine  congestion  on  neighboring  organs,  the  possible 
wide-spread  thrombophlebitis  following  septic  infection  (puer- 
peral septicemia),  the  extension  to  the  internal  iliac  and  common 
iliac  veins  obstructing  the  venous  return  from  the  lower  limb 
and  causing  edema  of  the  extremity — phlegmcma  alba  dolenSy 
or  "milk-leg." 

The  lymphatics  originate  in  the  three  coats  of  the  uterine 
wall,  but  more  especially  in  the  muscularis,  where  they  are  most 
abundant.  They  terminate  in  collecting  trunks,  which  are 
formed  into  three  groups  (Fig.  264): 

(a)  The  superior  group  drain  the  body  of  the  uterus,  follow 
the  course  of  the  ovarian  vessels,  and  terminate  in  the  lumbar 
glands  of  the  corresponding  side. 

(6)  The  middle  group  accompany  the  vessels  of  the  round  liga- 
ment and  terminate  either  in  the  external  iliac  glands  or  ent^r 
the  inguinal  canal  and  terminate  in  the  inguinal  glands. 

(c)  The  inferior  group  drain  the  cervix  and  vagina  and  ter- 
minate in  the  internal  iliac  and  sacral  glands. 

Thus  it  will  be  observed  that  the  lymphatics  of  the  uterus 
follow  the  course  of  the  vessels  and  bv  their  anastomoses  form 
a  complete  lymphatic  ring  about  the  body  and  cervix.  The 
importance  of  the  lymphatics  in  spreading  infection  and  in 
the  extension  of  uterine  cancer  is  obvious. 

The  nerves  of  the  uterus  are  derived  from  the  third  and 
fourth  sacral,  and  sympathetic  branches  from  the  hypogastric 
and  the  renal  plexuses.  It  will  thus  1^  seen  that  the  inner- 
vation of  the  uterus  is  intimatelv  connected  with  that  of  the 
abdominal  viscera,  the  kidneys,  and  the  neighlx)ring  pelvic 
orf^ans,  and  explains  the  various  reflexes  which  occur  in  con- 
junction with  uterine  affections  in  the  kidneys,  stomach, 
and  intestine.  Note  that  the  cervix  is  poorly  supplied  with 
nerves,  so  that  it  may  be  manipulated  without  causing  much 
pain . 

Malformations  of  the  uterus,  so  frequently  o])served,  are 
due  to  the  arrest  of  development  of  the  ducts  of  Midler.  The 
uterus  and  vagina  are  formed  by  the  fusion  of  the  lower  extrem- 
ities of  these  ducts;  the  upper  portions  of  the  ducts  preserve 
their  independence  and  form  the  two  Fallopian  tubes.  If  the 
fusion  l)etween  the  Miillerian  ducts  is  incomplete,  there  may 
result  a  double  uterus  and  vagina  or  a  double  uterus  and 
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normal  vagina.     The  effect  of  pregnancy  in  the  malformed 
uterus  is  a  condition  of  much  interest. 

Clinical  Considerations.— ^The  interesting  phase  of  uterine 
displacements  in  their  effect  upon  neighboring  organs  has 
already  been  described.  One  other  displacement  should  be 
noted,  Ijecause  of  the  anatomic  and  mechanical  factors  involved, 
viz. : 

Prolapse  of  the  uterus,  due  to  two  mechanical  causes — 

(a)  Relaxation  of  the  uterine  supports — the  ligaments  and 
the  perineal  floor.  The  equilibrium  between  the  intra-abdom- 
inal pressure  and  the  mechanical  supports  is  lost,  and  the  uterus 
gradually  sinks  to  a  lower  level  in  the  pelvic  ca\dty. 

(6)  Change  in  the  relation  of  the  axis  of  the  uterus  with  that 
of  the  vagina.  Normally,  they  are  at  right  angles;  in  this 
position  prolapsus  never  occure.  The  uterus  must  be  retro- 
verted  so  that  the  axis  of  the  uterus  and  vagina  are  in  the  same 
straight  line  l:)efore  the  first  cause  can  act  effectually. 

These  predisposing  conditions  are  most  likely  to  exist  imme- 
diately after  parturition,  l^efore  the  parts  have  regained  their 
normal  tonicity  or  the  uterus  has  resumed  its  normal  position. 
In  extreme  prolapse  the  uterus  may  emerge  from  the  vulva 
and  form  a  mass  l>etween  the  thighs,  the  vaginal  wall  being 
turned  completely  inside  out. 

Tumors. — The  most  frequent  benign  tumor  of  the  uterus 
is  the  fibroin  noma  (uterine  fibroid).  Its  tendency  to  assume 
large  proportions,  compress  neigliboring  organs,  incite  uterine 
hemorrhage,  elaborate  toxic  products,  and  in  some  instances 
to  undergo  degeneration,  render  these  neoplasms  exceedingly 
dangerous  if  allowed  to  persist. 

Cancer  of  the  uterus  is  one  of  the  most  common  forms  of 
malignant  disease.  It  most  frequently  originates  in  the  cervix, 
either  externally,  in  the  squamous  epithelium,  or  internally,  in 
the  tubular  glands.  It  sooner  or  later  invades  the  vagina, 
bladder,  rectum,  and  ureters.  It  spreads  to  distant  parts  by 
the  uterine  lymphatics  and  may  be  carried  by  the  blood  stream 
to  the  heart  and  lungs.  Its  insidious  onset  is  its  most  dan- 
gerous characteristic. 

Means  of  Access. — The  uterus  may  l>e  reached  for  operation 
either  by  the  abdominal  or  vaginal  route.  Through  the 
vagina  the  uterus  may  l)e  cureted,  the  cervix  repaired  or  am- 
putated, and  the  entire  uterus  extirpat<^(l.  The  vaginal  route 
for  complete  hysterectomy  is  less  desirable  than  the  abdominal 
route,  l)e('ause  of  the  evident  narrow  space  and  the  incomplete 
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exposure  of  the  important  structures  which  this  procedure 
involves.  The  abdominal  route  is  especially  indicated  in  extir- 
pation of  the  uterus,  because  the  exposure  insures  ample  room 
and  the  important  structures  are  in  sight. 

The  uterus  is  removed  by  detaching  it  from  its  connections 
with  the  broad  ligaments,  the  bladder,  and  vagina;  most  im- 
portant of  all  to  remember  are  the  relations  of  the  uterine 
and  ovarian  vessels  and  the  ureters  (see  pages  498  and  501). 

The  broad  ligaments  (Fig.  265)  are  two  folds  of  peritoneum 
which  suspend  the  uterus  from  the  lateral  walls  of  the  pelvic 
cavity  and  form  for  the  uterus  its  vascular  pedicle.  They  are 
quadrilateral  in  form  and  vertical  in  direction,  and  form  a  par- 
tition across  the  pelvis,  which  divides  it  into  two  compartments. 


The  anterior  part  contains  the  bladder,  urethra,  and  vagina; 
the  posterior  part  the  rectum. 

The  two  layers  of  the  broad  ligament  separate  to  enclose  the 
uterus,  and  are  reflected  from  its  .sides  to  the  lateral  wall  and 
floor  of  the  pelvis,  where  they  liecome  continuous  with  the 
parietal  peritoneum. 

Contents. — Between  the  layers  of  each  broad  ligament  are: 
the  Fallopian  tube,  the  ovary  and  its  ligaments,  the  round 
ligament,  the  parovarium  or  organ  of  Kosenmiiller,  the  duct 
of  Gitrtner,  the  hydatid  of  Morgagni,  the  uterine  and  ovarian 
vessels,  nerves,  and  lymphatics;  imstriped  muscular  fibers,  and 
a  variable  amount  of  loose  connective  tissue,  which  is  termed 
pnrnmelrium. 

Relations. — Its  anterior  surface  overlies  the  bladder  and  is 
marked  by  the  prominent  ritlge  of  the  roimd  ligament;  its  , 
posterior  surface  is  in  contact  with  the  coils  of  intestine  and 
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gives  off  a  special  ligament,  the  mesovariumj  to  enclose  the 
ovary. 

The  superior  or  tubal  border  is  entirely  free  and  enfolds  the 
Fallopian  tube;  this  fold  is  termed  the  mesosalpinx. 

The  iyiferior  or  rectovesical  border  is  attached  to  the  floor  of 
the  pelvis  and  separated  from  the  rectovesical  fascia  and  the 
levator  ani  muscle  by  loose  connective  tissue,  within  which  are 
contained  the  uterine  vessels,  nerves,  and  ureter. 

The  internal  or  uterine  border  is  in  relation  with  the  sides  of 
the  uterus  and  upper  part  of  the  vagina.  Lying  between  its 
folds  is  the  anastomotic  loop  between  the  uterine  and  ovarian 
arteries  and  the  uterine  plexus  of  veins. 

Tlie  external  or  obturator  border  consists  of  two  portions,  the 
lower  attached  portion  is  in  contact  with  the  obturator  fascia, 
and  transmits  the  uterine  artery  and  round  ligament;  the  upper 
free  portion  forms  a  concave,  rounded  margin  connecting  the 
fimbriated  extremity  of  the  Fallopian  tube  with  the  side  of  the 
pelvis.  It  is  called  the  infundibidopelvic  ligament^  and  transmits 
the  ovarian  vessels. 

Clinical  Considerations. — It  will  l)e  noted  that  the  broad 
ligament  contains  muscular  fibers  continuous  with  the  sup)er- 
ficial  fibers  of  the  uterus,  which  give  it  a  certain  tonicity  and 
enal)le  it  to  maintain  the  uterus  in  position.  In  these  muscular 
fibers  oiiginate  the  jlbromiiomata  of  the  broad  ligament;  when 
the  pregnant  uterus  enlarges  it  fills  the  space  l)etween  the  two 
layers  of  these  ligaments,  so  that  for  the  time  they  are  oblit- 
erated; after  lal)()r  they  are  relaxed  and  feebly  oppose  dis- 
placements and  prolapse:  hence,  the  necessity  for  allowing 
proper  time  for  tlieir  restitution  before  the  patient  is  allowed 
to  get  up. 

The  broad  ligaments  contain  a  large  number  of  lymphatics, 
which  drain  the  uterus  and  vagina,  and  tlie  cellular  tissue  is 
especially  abundant  at  the  base;  hence,  abscess  of  the  broad 
ligament  is  Iial)le  to  follow  puerperal  sepsis  or  septic  operations 
on  the  genital  organs.  The  relations  of  the  broad  ligament  and 
the  continuity  of  its  cellular  tissue  with  that  of  the  neighboring 
structures  explain  the  tendency  of  these  abscesses  to  open 
either  into  the  vagina,  rectum,  or  bladder;  disseminate  into  the 
ischiorectal  fossa,  through  the  great  sacrosciatic  foramen,  into 
the  buttock;  or  extend  to  the  abdominal  wall  and  Diac  fossae. 

The  round  ligaments  are  two  mu^culofibrous  cords,  5  in. 
in  length,  which  extend  from  the  up])er  angles  of  the  uterus, 
a  little   below   the   Fallopian  tubes,  to  the  vulva  (Fig.  266). 
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They  pass  obliquely  downward  and  outward  toward  the  base 
of  the  broad  ligament,  thence  outward  and  forward  over  the 
pelvic  brim  to  the  internal  abdominal  ring;  they  traverse  the 
entire  extent  of  the  inguinal  canal  and  after  leaving  the  external 
ring  expand  into  a  number  of  filaments,  which  terminate  at  the 
base  of  the  labia  majora. 

In  its  course  through  the  inguinal  canal  it  is  accompanied 
by  a  diverticulum  of  peritoneum,  the  canal  of  Nuck,  which  cor- 
responds to  the  processus  vaginalis  in  the  male.  If  this  process 
remains  patulous  it  predisposes  to  inguinal  hernia  or  the 
formation  of  a  cyst.  The  round  ligament  is  accompanied  by 
the  junicular  artery,  a  branch  of  the  superior  vesical. 


Clinical  Considerations.^The  round  ligaments  are  impor- 
tiint  factors  in  holding  the  uterus  in  its  normal  position  of 
anleversion;  when  tliey  become  relaxed,  backward  displace- 
ments of  the  uterus  may  result;  hence  these  ligaments  have 
assumed  a  rflle  of  practical  importance.  l«eause  of  the  numerous 
operations  which  involve  their  shortening  for  the  correction  of 
l)ackward  displacements. 

Means  of  Access. — The  round  ligaments  may  be  found  by 
ojiening  the  inguinal  canal,  where  the>-  may  l)e  shortened  by 
infolding  the  slack  (.Alexander's  operation) :  or  after  laparotomy 
they  may  be  exposed  on  the  anterior  surface  of  the  uterus  and 
broad  ligament. 
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The  uterosacral  ligaments  are  two  flat,  muscular  cords 
which  extend  from  the  posterior  surface  of  the  neck  of  the 
uterus  along  the  lateral  surface  of  the  rectum  and  are  fixed  to 
the  sides  of  the  third  and  fourth  sacral  vertebrae. 

These  ligaments  are  fixed  solidly  to  the  cervix,  and  so  long 
as  they  are  not  relaxed,  prolapsus  is  impossible,  because  they 
are  important  factors  in  maintaining  the  normal  rectangular 
relation  between  the  axis  of  the  uterus  and  that  of  the  vagina. 

THE  OVARY 

The  ovaries  are  two  almond-shaped  glandular  organs,  analo- 
gous to  the  testes  in  the  male.  They  produce  the  ovules,  which 
are  fecundated  by  the  spermatozoids,  and  an  important  internal 
secretion  which  is  necessary  to  maintain  physiologic  equilib- 
rium. These  two  functions  must  be  kept  in  mind  in  studying 
their  pathologic  phenomena,  since  the  end-results  of  ovarian 
disease  or  extirpation  are  not  only  sterility,  but  a  train  of 
nervous  and  mental  disorders. 

The  ovary  is  a  flattened  ovoid  1 J  in.  long,  1  in.  wide,  and  i  in. 
thick.  It  is  suspended  by  its  anterior  border  from  the  posterior 
surface  of  the  broad  ligament  by  a  fold  of  membrane — the 
mesovarium.  Its  posterior  border  is  free  and  covered  by  its 
investing  membrane  (see  Fig.  265).  Its  inner  or  uterine 
extremity  is  connected  with  the  uterus  by  a  round  cord — the 
uterO'Ovarmn  ligament;  its  outer  or  tubal  extremity  is  connected 
with  the  fimbriated  extremity  of  the  Fallopian  tube  by  the 
ovarian  fim])ria — the  tubo-ovarian  ligament. 

It  will  thus  be  observed  that  the  ovary  is  suspended  from  the 
back  of  the  broad  ligament,  and  not  only  possesses  a  range  of 
mobility  itself,  but  is  attached  to  neighboring  structures  which 
are  also  mobile;  hence,  the  ovary  follows  all  the  movements 
of  the  uterus  and  broad  ligaments.  When  relaxation  of  these 
structures  o(Turs,  prolapsus  of  the  ovary  follows,  usually  in  the 
cul-de-sac  of  Douglas;  if  adhesions  are  established  the  ovary 
becomes  permanently  anchored  in  this  position.  Furthermore, 
the  ovary  may  l)e  found  in  the  contents  of  an  inguinal  or  fem- 
oral hernia,  where  it  may  atrophy  from  pressure  or  become 
inflamed  and  require  removal. 

Structure. — ^The  ovary  is  enveloped  by  a  membrane  derived 
from  the  posterior  layer  of  the  broad  Ii.ij:ament,  which  essen- 
tially differs  jrom  peritoneum  in  being  eovered  by  columnar 
epithelium;  thus^  the  outer  membrane  of  the  ovary  is  mucouSy  and 


THE  OVARY  509 

not  serous.  Beneath  the  outer  membrane  is  a  thin  layer 
formed  by  a  condensation  of  the  ovarian  stroma  covering  the 
cortex,  which  contains  the  Graafian  vesicles  or  ovisacs.  Each 
month  the  ovum  is  extruded  by  the  Graafian  vesicle,  engages 
in  the  Fallopian  tube,  and  enters  the  uterus.  Ovulation  cor- 
responds to  the  period  of  fecundity  in  women,  and  is  accom- 
panied by  the  phenomena  of  menstruation. 

Vessels, — ^The  arteries  are  the  ovarian  branches  of  the 
abdominal  aorta,  which  enter  the  pelvis  in  a  fold  of  the  broad 
ligament,  and  thence  continue  to  the  attached  border  or  hilum 
of  the  ovary.  Note  the  anastomosis  with  the  uterine  artery 
(see  Fig.  263). 

The  veins  form  a  plexus  near  the  ovary  {pampiniform  plexus) 
and  empty  into  the  ovarian  vein,  which  in  turn  empties  into 
the  renal  vein  on  the  left  side  and  into  the  inferior  vena  cava  on 
the  right.     Note  the  analogy  to  the  spermatic  veins  in  the  male. 

The  lymphatics  of  the  ovary  anastomose  with  trunks  from 
the  uterus  and  Fallopian  tube  and  terminate  in  the  lumbar 
glands. 

The  nerves  are  derived  from  the  ovarian  plexus,  a  con- 
tinuation of  the  renal  plexus.  In  the  normal  state  the  female 
pelvic  organs  are  not  acutely  sensitive,  except  the  ovary,  which, 
like  the  testicle,  possesses  a  sensibility  especially  characteristic. 

The  parovarium  or  organ  of  Rosenmiiller  is  situated  in 
the  mesosalpinx,  between  the  Fallopian  tube  and  the  ovar\\ 
It  is  composed  of  from  fourteen  to  twenty  parallel  closed  tubes 
which  join  at  right  angles  a  single  longitudinal  duct  (the  diu:t 
of  Gartner  (see  Fig.  262).  They  are  homologous  to  the 
epididymis  in  the  male. 

Clinical  Considerations. — ^The  ovary  may  be  palpated 
by  means  of  a  bimanual  examination.  With  two  fingers 
introduced  into  the  vagina  and  directed  toward  the  cul-de-sac 
on  the  side  corresponding  to  the  ovary  to  be  explored,  the 
abdominal  wall  is  depressed  with  the  free  hand  in  the  median 
line  just  above  the  symphysis  pulns,  and  an  effort  is  made  to 
approximate  the  finger-tips  of  the  two  hands  below  the  level 
of  the  pelvic  brim.  The  ovary  is  felt  as  a  rounded  mass  slipping 
between  the  fingers.  This  procedure  is  most  successful  in 
multiparae,  in  whom  the  parts  are  relaxed  and  the  ovaries  lie 
at  a  lower  level.  The  relations  which  the  ovarv  sustains  with 
the  rectum  suggest  that  a  more  satisfactory  examination  may 
be  made  by  rectal  than  by  vaginal  palpation. 

Ovarian  Tumors. — ^The  greater  number  of  ovarian  tumors 
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are  of  the  cystic  variety.  Ovarian  cysts  develop  for  the  most 
part  from  the  Graafian  follicles  and  may  be  unilocular  or,  more 
frequently,  multilocular.  They  may  acquire  an  enormous  size, 
and  in  some  instances  are  attached  by  a  long  pedicle,  which 
may  become  twisted  and  produce  acute  symptoms. 

Dermoid  ci/stSy  which  are  more  rare  and  less  voluminous  than 
the  true  ovarian  cysts,  are  peculiar,  inasmuch  as  they  contain 
sebaceous  material  in  which  are  found  hair,  teeth,  bone,  and 
even  rudimentary  mammse  (Taylor). 

Parovarian  cysts  grow  much  slower  than  ovarian  cysts.  They 
do  not  present  a  pedicle,  but  are  enveloped  on  all  sides  by  the 
two  layers  of  the  broad  ligament  (intraligamentous  cysts); 
hence  their  enucleation  is  difficult. 

Means  of  Access. — The  extirpation  of  the  ovary  is  best 
accomplished  through  an  abdominal  incision;  the  fundus  of 
the  uterus  being  found,  the  upper  border  of  the  broad  ligament 
is  traced  outward,  behind  which  is  suspended  the  ovary, 
recognized  by  its  form  and  consistency. 

THE  FALLOPIAN  TUBES 

The  Fallopian  tubes  convey  the  ovum  from  the  ovaries 
to  the  uterine  cavity.  They  are  about  4A  in.  in  length,  situated 
in  the  upper  margin  of  the  broad  ligament,  and  extend  from 
the  superior  angles  of  the  uterus  to  the  ovaries  (see  Fig.  265). 
Each  tube  consists  of  an  istJimus,  the  constricted  inner  third 
which  passes  horizontally  outward  from  the  superior  angles 
of  the  uterus,  and  the  ampulla,  or  outer  dilated  portion,  which 
arches  backward  over  the  ovary  and  ends  in  a  funnel-shaped 
fiynbriated  extremity  opposite  the  outer  pole  of  the  ovary, 
with  which  it  is  connected  by  the  ovarian  fimbria  or  tubo- 
ovarian  ligament.  The  tube  is  enveloped  by  the  peritoneum 
of  the  broad  ligament,  which  forms  its  mesentery — the  meso- 
salpinx. At  the  inner  extremity  of  the  tube  the  orifice  is  1 
mm.  in  diameter;  at  its  outer  extremitv  it  is  from  4  to  6  mm. 
in  diameter.  Thus  the  diameter  of  the  tube  increases  from 
its  internal  to  its  external  extremitv.  Ordinarilv,  the  fecun- 
dated  ovum  passes  along  the  entire  extent  of  the  tubular  canal 
and  develops  in  the  uterine  cavity.  Occasionally,  however, 
the  progress  of  the  ovum  is  arrested  in  the  tube,  where  it  becomes 
fixed  and  develops,  constituting  a  tubal  pregnancy. 

Structure. — The  Fallopian  tube  is  composed  of  three  coats. 
The  serous  coat  is  derived  from  the  peritoneal  layers  of  the 
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broad  ligament,  which  incompletely  invest  the  tul)e,  leaving 
its  lower  border  uncovered,  where  the  two  layers  diverge.  Thus 
a  rupture  of  the  tube  at  its  lower  border  would  not  commu- 
nicate with  the  peritoneal  cavity,  but  with  the  cellular  tissue 
between  the  two  layers  of  the  broad  ligament. 

The  muscvlar  coat  consists  of  deep  circular  and  superficial 
longitudinal  fibers  and  gives  to  the  wall  of  the  tube  great 
resistance,  so  that  it  may  undergo  a  great  amount  of  dilatation 
without  rupturing.  The  ruptures  which  so  frequently  follow 
tubal  pregnancy  are  due  to  degenerative  changes  which  occur 
in  the  wall  of  the  tube. 

The  mucous  coat  is  characterized  by  its  longitudinal  folds 
and  possesses  no  glands.  It  is  lined  with  ciliated  epithelium, 
which  assists  the  ovum  in  its  progress  toward  the  uterus.  It 
is  continuous  on  one  side  with  the  cavity  of  the  uterus,  on  the 
other  it  communicates  with  the  peritoneal  cavity.  Thiis, 
the  Fallopian  tube  forms  a  direct  ]xissagewai/  from  the  external 
genitals  to  the  peritoneal  caritif.  The  importance  of  this  ana- 
tomic continuity  from  a  pathologic  standpoint  is  obvious. 

Vessels  and  Nerves. — ^The  blood  supply  of  the  Fallopian 
tubes  is  derived  from  branches  of  the  ovarian  arteries  w^hich 
run  along  its  lower  border  in  the  folds  of  the  mesosalpinx. 
The  veins  communicate  with  the  venous  plexus  of  the  broad 
ligament. 

The  Ij/mphatics  communicate  with  those  of  the  ovary  and 
terminate  in  the  lumbar  glands. 

The  nerves  are  derived  from  the  sympathetic  fibers  of  the 
pelvic  plexus. 

Clinical  Considerations.— The  patholog>^  of  the  Fallo- 
pian tubes  is  explained  by  their  direct  communication  with 
the  external  genitals  and  the  abdominal  cavity.  Infection, 
especially  gonorrheal,  travels  from  the  genitals  to  the  tulles, 
and  inflammation  results  (salpingitis);  adhesive  inflammation 
seals  up  the  abdominal  opening  of  the  tul)e.  and  the  products 
of  infection  collect  and  distend  it  (pus-tul:)e).  Occasionally 
the  inflammation  reaches  the  peritoneum,  and  pelvic  peri- 
tonitis results.  The  inflammatorv  lesions  of  the  tube,  in 
producing  adhesions  and  strictures,  play  an  important  r61e  in 
the  causation  of  sterilitv. 

Tubal  Pregnancy. — Normally,  the  ovum  becomes  fertilized 
in  the  tube  and  passes  on  to  lodge  in  the  uterine  cavity.  Occa- 
sionally it  is  arrested  in  its  progress  and  develops  in  the  tube, 
giving  rise  to  tubal  pregnancy.     While  the  tube  is  able  to 
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accommodate  its  growing  contents  up  to  a  certain  point,  it  is 
finally  distended  to  the  point  of  rupture,  and  the  contents  are 
precipitated  either  into  the  peritoneal  cavity  or,  if  the  tube 
rupture  at  its  lower  border,  between  the  folds  of  the  broud 
ligament.  Ruptured  tubal  pregnancy  is  followed  by  free  and 
ofttimes  fatal  hemorrhage,  unless  checked  by  prompt  surgical 
intervention.  Occasionally  the  fertilized  ovum  escapes  from 
the  tube  into  the  abdominal  cavity  and,  becoming  attached 
to  some  neighboring  structure,  proceeds  to  grow  {abdominal 
fetation). 

Means  of  Access. — ^The  Fallopian  tul:)e  may  be  palpated 
by  bimanual  examination,  like  the  ovary,  but  the  normal  tube, 
owing  to  its  small  caliber  and  soft  structure,  cannot  be  recog- 
nized. 

When  a  Fallopmn  tube  can  be  palpated  it  is  pathologic.  The 
Fallopian  tube,  when  distended  by  the  products  of  inflamma- 
tion, frequently  lies  adherent  in  the  pouch  of  Douglas,  so  that 
its  contents  may  be  evacuated  per  vaginam^  through  the 
posterior  cul-de-sac.  Extirpation  of  the  Fallopian  tube  is 
satisfactorily  performed  only  through  an  abdominal  incision. 

THE  VAGINA 

The  vagina  is  a  musculomembranous  tul)e,  »U  in.  long,  which 
extends  from  the  vulva  to  the  cervix  uteri,  around  which  it  is 
solidlv  attached.  It  lies  l:)etween  the  bladder  and  the  urethra 
in  front,  and  the  rectum  behind;  the  uterus  above  and  the  vulva 
below  (sec  Fig.  258). 

The  vagina  is  directed  obliquely  upward  and  backward,  and 
forms  with  the  axis  of  the  uterus  almost  a  right  angle.  This 
uterovaginal  angle,  as  Ixifore  noted,  is  an  important  factor  in 
preventing  prolapse  of  the  uterus.  The  diameter  varies  with 
the  individual  and  the  numl:>er  of  pregnancies.  It  is  narrowest 
at  its  lower  end  and  widest  in  the  middle.  The  vagina  is 
capable  of  great  dilatation,  especially  in  the  puerperal  state, 
when  its  limits  seem  to  l>e  circumscrilKjd  onlv  bv  the  lx)nv 
walls  of  the  cavitv.  In  the  normal  state  the  anterior  and 
posterior  walls  are  contiguous. 

Relations. — The  anterior  uxilL  in  its  upper  half,  is  in  contact 
with  the  bladder,  in  its  lower  half  with  the  urethra.  These 
relations  suggest  the  possibility  of  palpating  the  bladder  through 
the  vaginal  wall,  and  of  entering  the  bladder  by  this  route  for 
the  removal  of  calculus.  The  dangers  of  vesicovaginal  fistula 
contra-indicate  the  latter  procedure. 
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The  vaginal  and  bladder  wall  are  united  by  cellular  tissue, 
so  that  the  bladder  follows  the  anterior  vaginal  wall  in  all  its 
displacements  (cystocele).  During  the  course  of  parturition 
the  anterior  vaginal  wall  may  be  so  compressed  against  the 
pubis  as  to  subsequently  slough  and  form  a  communication 
with  the  bladder — vesicovaginal  fistula;  if  the  opening  is  high 
it  may  communicate  with  the  ureter — ureterova^nal  fistula; 
if  low,  with  the  urethra,  giving  a  urethrovaginal  fistula. 

The  'posterior  wall  is  in  immediate  relation  with  the  rectum 
in  its  lower  three-fourths  and  by  the  intervention  of  Douglas' 
cul-de-sac  in  its  upper  fourth.  The  upper  fourth  of  the  pos- 
terior surface  of  the  vagina  is  covered  by  peritoneum;  hence, 
an  opening  in  the  upper  fourth  of  the  posterior  vaginal  wall 
enters  the  cul-de-sac  of  Douglas,  a  fact  of  practical  importance 
either  in  directly  draining  collections  of  fluid  in  Douglas's 
pouch  or  in  establishing  drainage  secondary  to  an  operation 
by  the  abdominal  route.  The  rectal  and  vaginal  walls  are 
loosely  connected  by  cellular  tissue,  so  that  in  vaginal  prolapse 
the  rectum  is  much  less  frequently  involved  than  the  bladder. 
It  will  be  recalled  that  the  anal  segment  of  the  rectum  l)ends 
backward,  so  that  the  lower  extremity  of  the  vagina  is  sepa- 
rated from  the  anal  canal  by  a  triangular  interval  which  con- 
stitutes the  perineal  body  and  is  analogous  to  the  urethro- 
rectal triangle  in  the  male.  The  rectovaginal  septum,  though 
not  subjected  to  pressure  like  the  anterior  wall,  may  be  torn 
during  parturition,  and  a  rectovaginal  fistula  result. 

Laterally,  the  walls  are  in  contact  with  the  subperitoneal 
connective  tissue,  the  levator  ani  muscle,  and  vaginal  plexus 
of  veins;  at  its  lower  extremity  with  the  bulbs  of  the  vestibule, 
the  glands  of  Bartholin,  and  the  bulbocavernosus  muscle. 

Superiorly,  the  vagina  is  inserted  into  the  cervix  uteri  at 
the  junction  of  its  middle  and  lower  thirds,  so  as  to  form  an 
arch  about  the  cervix  known  as  the  fornix,  clinically  divided 
into  anterior,  posterior,  and  lateral  fornix. 

Note  the  terminations  of  the  ureters.  From  the  side  of  the 
cervix  they  converge,  running  forward  and  inward;  first  beside 
the  lateral  fornix,  then  between  the  anterior  vaginal  wall  and 
the  base  of  the  bladder,  their  vesical  orifices  lying  about  l\  in. 
l)eIow  the  os  uteri. 

Structure. — The  vaginal  wall  is  composed  of  three  coats: 
mucous,  muscular,  and  fibrocellular. 

The  mucous  membrane  is  continuous  above  at  the  external 
OS  with  the  mucosa  of  the  cervix,  l)elow  with  that  of  the  vulva. 

33 
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It  is  adherent  to  the  underhing  muscular  coat,  from  which  it  is 
separated  with  difficulty.  The  vaginal  mucosa  is  remarkable 
for  the  number  of  folds  which  it  presents  {rugce).  They  are 
transverse  in  cUrection,  and  much  more  developed  in  the  lower 
than  the  upper  portion.  Along  the  anterior  and  posterior 
walls  are  two  longitudinal  folds  called  the  rugous  columns  of 
the  vagina,  the  anterior  column  extending  as  far  as  the  external 
orifice  of  the  urethra.  The  epithelium  lining  the  vagina  Ls  of 
the  squamous  variety.  The  vaginal  mucosa  possesses  no 
glands;  hence  secretions  from  the  vagina  are  not  true  glandular 
secretions,  but  are  the  result  of  exudation  and  epithelial  des- 
quamation (Testut).  Tiie  secretions  of  the  vagina  are  nor- 
mally acid,  l)ut  in  a  case  of  vaginitis  they  become  neutral. 

The  muscular  coat  is  the  thickest  of  the  three  and  is  com- 
posed of  longitudinal  and  circular  fibers.  At  the  lower  end 
of  the  vagina  the  muscular  fibers  thicken  and  form  a  muscular 
ring  about  the  outlet — the  sphincter  vaginae. 

The  fibrocellular  coat  is  very  thin  and  forms  a  sort  of  sheath 
about  the  vagina. 

Vessels  and  Nerves, — The  vagina  is  abundantly  supplied 
with  blood  by  branches  from  the  uterine,  vesical,  vaginal,  and 
internal  pudic  arteries,  all  branches  of  the  internal  iliac. 

The  veins  form  a  ri(!h  plexus  on  each  side  of  the  vagina 
{vagimd  plexus),  which  communicates  with  the  veins  of  the 
uterus,  bladder,  rectum,  and  broad  ligament,  finally  emptying 
into  the  internal  iliac  vein.  Large  hematomata  following  par- 
turition are  sometimes  formed,  resulting  from  rupture  of  these 
veins  during  delivery. 

The  hjmphatics  of  the  vagina  anastomose  with  those  of  the 
cervix  and  those  of  the  vulva,  forming  the  collecting  trunks 
from  the  upper,  middle,  and  lower  third  of  the  vagina,  which 
terminate  respectively  in  the  external  iliac,  the  internal  iliac, 
and  the  lateral  sacral  lymph-glands. 

The  nerves  are  derived  from  the  hypogastric  and  the  internal 
pudic,  and  form  about  the  vagina  the  perivaginal  plexus. 

THE  FEMALE  URETHRA 

The  female  urethra  is  a  musculomeml^ranous  canal  about 
IJ  in.  in  length,  extending  from  the  neck  of  the  bladder  to  the 
vulva,  where  it  opens  ])y  an  orifice—  the  rneatus  (see  Fig.  258). 
It  practically  corresponds  to  the  posterior  urethra  of  the  male. 
Its  diameter  is  al^out  \  in.,  but  so  great  is  its  elasticity  that  it 


THE  FEMALE   URETHRA  515 

may  be  dilated  suflRciently  to  allow  the  introduction  of  the 
finger  for  exploration  or  removal  of  a  foreign  body  without 
causing  rupture  or  incontinence  of  urine. 

Its  direction  is  nearly  vertical.  There  is,  perhaps,  a  slight 
curve  with  the  concavity  forward,  but  it  permits  the  intro- 
duction of  a  straight  instrument  without  difficulty. 

Relations. — ^The  female  urethra  mav  be  divided  into  two 
segments;  an  intrapelvic  segment,  extending  from  the  neck  of 
the  bladder  to  the  triangular  ligament,  and  a  vaginal  segment, 
extending  from  the  triangular  ligament  to  the  meatus.  In 
front  is  a  plexus  of  veins,  the  plexw*^  of  Santorini;  laterally  are 
the  anterior  fibers  of  the  levator  ani;  Ijehind  is  the  anterior 
vaginal  wall  from  which  it  is  separated  above,  but  with  which 
it  is  intimately  connected  below.  This  latter  relation  is  of  prac- 
tical importance,  since  by  means  of  vaginal  palpation  the  con- 
sistence and  sensibility  of  the  urethra  may  be  appreciated.  By 
this  means  the  urethra  may  be  milked  and  pathologic  secretions 
expressed  for  examination. 

The  meatus  is  the  narrowest  portion  of  the  urethral  canal, 
situated  in  the  median  line,  about  1  in.  JDehind  the  clitoris. 
To  find  the  meatus  separate  the  labia  minora  and  note  the 
tubercle  situated  at  the  end  of  the  anterior  vaginal  raphe;  the 
slit-like  orifice  of  the  meatus  is  immediatelv  in  front  of  the 
tubercle.  It  must  l^e  remembered  that  in  certain  cases  of 
uterine  tumor  and  after  prolonged  labor,  where  the  vulva  is 
torn  and  swollen,  the  meatus  is  more  deeply  placed  and  difficult 
to  locate.  A  complete  exposure  of  the  parts  is  necessary  in  all 
cases  w^here  accurate  and  aseptic  catheterization  is  to  be  per- 
formed. 

Structure. — The  urethra  consists  of  a  muscular,  submucous, 
and  mucous  coat. 

The  muscular  coat  is  composed  of  internal  longitudinal  and 
external  circular  fibers.  At  the  neck  of  the  bladder  they  thicken 
and  form  a  muscular  ring,  the  internal  sphincter  of  the  bladder. 

The  svhmucous  coat  consists  of  loose  cellular  tissue  in  which 
is  a  network  of  veins.  It  gives  to  the  mucosa  a  certain  amount 
of  laxity  in  its  movements  on  the  subjacent  muscular  coat. 

The  mucous  coat  presents  a  number  of  longitudinal  folds  lined 
with  transitional  epithelium  continuous  with  the  squamous 
epithelium  of  the  bladder  and  the  meatus.  It  contains  a  num- 
l>er  of  mucous  glands  and  follicles. 

Skene's  glands  are  situated  in  the  inferior  wall  of  the  urethra 
near  the  meatus,  and  open  by  two  ducts  to  the  right  and  left 
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of  the  median  line,  in  the  posterior  segment  of  the  meatus. 
They  secrete  mucus  and  may  occasionally  become  cystic. 

Clinical  Considerations,— The  great  dilatability  of  the 
female  urethra  has  already  iDeen  alluded  to,  and  its  practical 
value  emphasized,  l^cause  of  the  wide  caliber  and  short 
length  of  the  female  urethra  it  is  less  frequently  afifected  with 
urethritis,  and  is  less  difficult  to  cure  than  in  the  male.  The 
danger  of  urethritis  in  the  female  lies  in  the  fact  that  it  presents 
no  acute  symptoms. 

In  urethrocele  the  mucosa  is  so  loosely  attached  that  it 
may  sometimes  prolapse  and  form  a  pouch  l^ehind  the  meatus 
in  which  urine  accumulates  and  becomes  a  source  of  great 
discomfort. 

Urethral  caruncle  is  a  small,  vascular  tumor  usually  situated 
at  the  inferior  ])order  of  the  meatus.  They  bleed  easily,  are 
wQvy  painful,  and  may  give  rise  to  secondary  symptoms  such 
as  spasm  of  the  urethra  and  retention  of  urine.  They  are 
analogous  to  hemorrhoidal  tumors. 


CHAPTER  XXIII 
THE  MALE  PSUNEUM  AND  ITS  ADNEXA 

The  perineum  includes  the  soft  parts  at  the  pelvic  outlet 
which  are  situated  below  the  pelviu  diaphragm.  Thus,  it  is 
a  space  limited  by  the  pelvic  diaphragm  above,  the  skin  below, 
the  symphysis  pubis  in  front;  the  rami  of  the  pubis,  the  tuber- 
osity of  the  ischium,  the  great  sacrosciatic  ligaments  on  the 
side,  and  the  coccyx  behind. 


Superficially,  the  perineal  region  is  indicateil  by  a  lozenge- 
shaped  space,  the  anterior  angle  situated  at  the  lower  border 
of  the  symphysis,  the  posterior  angle  at  the  coccyx,  and  the 
two  lateral  angles  at  the  tuberositiea  of  the  ischium.  A  trans- 
\'eivie  line  drawn  lietween  the  two  ischial  tul)erasities  divider  it 
into  two  triangular  areas,  the  vrogenitcU  triangle  in  front  and 
the  rectal  triangle  behind  (Fig.  267). 

The  Rectal  Triangle. — The  central  landmark  of  this  area 
i.-i  the  anal  orifice,  on  the  sides  of  which  are  two  large  caWties 
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filled  with  fat — the  ischiorectal  fossa%  separated  from  each  other 
by  the  rectum  and  prostate.  They  are  in  the  form  of  a  tri- 
angular pyramid,  with  the  base  below\  Externally,  they  are 
bounded  by  the  tuberosities  of  the  ischium  and  the  bony  wall 
lined  by  the  obturator  internus  muscle,  which  is  covered  by  its 
aponeurosis.  Internallify  by  the  levator  ani  and  sphincter  ani 
muscles ;  the  hose  is  formed  by  the  skin  in  direct  contact  with 
the  fat  and  cellular  tissue  of  the  fossa  (no  intervening  aponeu- 
rosis) ;  the  apex  corresponds  to  the  point  of  junction  between  the 
aponeurosis  of  the  levator  ani  and  obturator  internus  muscles, 
and  is  situated  about  2  in.  from  the  surface. 

In  addition  to  the  space  descril>ed  above  there  are  two  impK)r- 
tant  diverticula  connected  with  the  ischiorectal  fossae.  The  ante- 
rior diverticxdum  is  represented  by  a  small  interval  between  the 
fascia  of  the  levator  ani  and  obturator  internus  muscles,  which 
extends  to  a  point  near  the  superior  border  of  the  pubis. 
The  posterior  diver  tic  uluiyi  is  situated  on  either  side  of  the 
coccyx,  l>etwcen  the  gluteus  maximus  and  levator  ani  muscles. 
These  prolongations  are  of  great  practical  interest  in  ischio- 
rectal abscess,  since  pus  may  burrow  either  into  the  anterior 
perineum  or  into  the  buttock. 

Contents. — The  ischiorectal  fossa  is  filled,  for  the  most  part, 
with  fat  in  which  are  vessels  and  nerves  (Fig.  268).  The 
fat  of  the  ischiorectal  fossa  has  been  compared  to  that  of  the 
orbit,  inasmuch  as  it  persists  even  in  emaciated  subjects  and 
is  rapidly  destroyed  by  suppuration,  following  which  it  is 
reproduced  very  slowly.  The  most  important  vessel  of  this 
region  is  the  internal  pudic  arterj/,  lying  on  the  outer  wall  of 
the  fossa  with  its  vein  and  nerve  in  a  sheath  formed  by  the 
obturator  fascia,  Alcock\s  canal,  about  lA  in.  above  the  tuber- 
osity of  the  ischium.  Therefore,  in  opening  an  ischiorectal 
abscess  keep  away  from  the  older  wall;  an  incision  midway  between 
the  ischial  tuberositf/  a7id  the  anus  is  safe. 

The  inferior  hemorrhoidal  arterif  crosses  the  middle  of  the 
fossa  trans verselv,  and  is  distributed  to  the  anus.  It  is  an 
artery  of  small  caliber,  and  if  wounded  is  attended  by  no  serious 
hemorrhage. 

The  lipnphatics  accompany  the  vessels  and  anastomose  with 
those  of  the  anus,  rectum,  and  perineal  integument.  They  are 
important  factors  in  the  formation  of  ischiorectal  abscess. 

Ischiorectal  abscess  is  the  most  freijucnt  lesion  of  this 
Higion.  The  reasons  for  this  arc  oi)vious.  Its  predominant 
tissue  (fat)  has  little  bact<jrial  resistance;  its  vessels  are  not 
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well-supported  by  the  surrounding  tissue,  which,  with  their 
dependent  position,  favors  congestion ;  it  is  in  lymphatic  lom- 
munication  with  bacterial  centers— the  rectum,  anus,  and 
perineal  integument.  Pus  in  the  ischiorectal  fossa,  unless 
evacuated  early,  follows  the  line  of  least  resistance  and  opens 
spontaneously,  either  through  the  skin,  through  the  rectum, 
or  both;  in  the  latter  case  a  fistulous  tract  remains,  the  internal 


opening  communicating  with  the  rectum  aljove  the  sphincter 
and  the  external  opening  in  the  skin  about  the  anal  margin 
{fistula  in  ano}.  This  condition  is  rel>ellious  to  ail  treatment 
save  that  of  complete  division  of  the  bridge  of  tissue  between 
the  two  openings. 

The  urogenital  triangle  includes  the  anterior  portion  of 
the  perineum.  Its  l)ase  is  formed  by  the  transverse  line  extend- 
ing l>elween  the  tuberosities  of  the  ischium,  its  sides  by  the 
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iscbiopubic  rami;  its  apex  is  situated  at  the  -symphysis  pubis. 
Thus  is  formed  an  equilateral  triangle,  the  sides  of  which  are 
about  3  in.  in  length.  The  floor  of  this  triangle  is  formed  by 
the  triangular  ligament,  which,  lilte  a  diaphragm,  doses  in  the 
front  part  of  the  pelvic  outlet  and  transmits  the  urethra, 
tiince  the  urethra  forms  the  anatomic  as  well  as  the  clinical 
center  of  this  re^on,  its  course  and  relations  must  be  well 
understood  before  considering  the  structures  which  are  grouped 
about  it. 

The  Male  Urethra.— The  urethra  is  a  musculomembranous 
canal  about  8  in.  in  length  which  extends  from  the  neck  of  the 


bladder  to  the  meatus  urinarius  in  the  glans  penis.  Its  function 
is  two-fold— to  convey  the  urine  from  the  bladder,  and  the 
semen  from  the  ejaculatorj-  ducts.  Like  its  function,  its 
pathology  is  two-fold — urethral  affections  are  complicated  by 
affections  of  the  urinary  apparatus  (cystitis,  etc.)  or  affections 
of  the  genital  apparatus  (orchitis,  etc.). 

Its  Direction.— The  urethra  starts  at  the  neck  of  the 
bladder  (1  in.  l)ehind  the  symphyses)  ami  traverses  .successively 
the  prostate,  triangular  ligament,  and  the  penis.  In  its  course 
it  doMcrilies  a  double  curve.  reseml)!ing  the  letter  S  (Fig.  269), 
which  may  )je  divided  into — 
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(a)  An  anteiior  curve,  corresponding  to  the  mobile  portion 
of  the  urethra  and  formed  by  the  penile  urethra;  its  apex  is  at 
the  point  where  the  penis  is  attached  to  the  front  of  the  sym- 
physis by  its  suspensory  ligament.  This  curve  exists  only 
when  the  penis  is  flaccid;  it  disappears  when  the  organ  is  erect 
or  when  it  is  placed  in  the  proper  position  for  catheterization. 
Hence  the  anterior  curve  in  the  practical  work  of  passing  sounds 
is  a  negligible  quantity. 

(b)  A  posterior  curve,  corresponding  to  the  fixed  portion 
of  the  urethra,  begins  at  the  neck  of  the  bladder  and  ends  in 
front  of  the  pubis  where  the  penis  is  fixed  by  its  suspensory 
ligament.  It  describes  a  curve  which  embraces  in  its  con- 
cavity the  lower  border  of  the  symphysis,  from  which  it  is 


separate*!  by  a  distance  of  about  1  in.  .\k  this  posterior  curve 
is  not  absolutely,  but  only  relatively-  fixed,  it  may  l)e  generally 
.•<t:itc<l  that  it  corresponds  to  the  arc  of  a  circle,  the  center  of 
which  is  at  the  lower  border  of  the  t^ymphysis  and  its  radius 
I  in. 

The  importance  of  knowing  the  direction  of  the  fixed  portion 
of  the  urethra  is  obvious,  since  it  is  here  that  difficulties  in 
p.issing  Boimds  or  catheters  are  encountered.  The  reason 
for  making  urethral  instruments  with  a  tlefinite  curve  is  founded 
on  this  anatomic  fact. 

Its  Divisions. — The  urethra  is  anatomically  diWded  into 
the  prostatic,  membranous,  and  spongy  portions.     Clinically, 
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it  is  divided  into  the  anterior  urethraj  which  extends  from  the 
meatus  to  the  triangular  ligament,  and  the  posterior  urethra, 
from  the  triangular  ligament  to  the  neck  of  the  bladder.  This 
latter  division  is  of  practical  importance,  since  the  two  seg- 
ments differ  essentially  in  structure,  pathology,  and  embrj'- 
ologic  development. 

Its  caliber  normally  varies  and  presents  alternate  contrac- 
tions and  dilatations.  The  contracted  segments  are  the. meatus, 
the  middle  portion  of  the  spongy  urethra,  the  membranous 
portion,  and  the  neck.  The  intervening  dilatations  are  the 
fossa  navieiilaris,  the  bulb,  and  the  prostatic  portion  (Fig.  270). 
According  to  Woolsey,  the  different  parts  should  distend  so  as 
to  admit  the  following  sounds  of  the  French  scale:  the  meatus, 
No.  24;  the  spong}'-  portion,  Nos.  28  to  30;  the  bulbous  portion, 
No.  32;  the  membranous  portion,  Nos.  26  to  27;  and  the  pros- 
tatic portion,  Nos.  30  to  32. 

The  different  segments  of  the  urethra  are  described  with 
the  regions  through  which  they  pass. 

Its  Structure. — ^The  urethra  is  composed  of  a  mucous,  sub- 
mucous, and  muscular  coat,  the  mucosa  being  the  only  structure 
of  practical  interest. 

The  mucosa  of  the  urethra  is  continuous  with  the  glans  penis 
in  front,  with  the  bladder,  ureters,  and  kidneys  behind,  and 
is  prolonged  into  the  ducts  and  glands  which  open  into  the 
urethra.  This  arrangement  has  great  pathologic  significance, 
since  inflammations  starting  in  the  urethra  may  extend  to 
the  various  structures  with  which  it  is  in  continuity. 

Characteristics  of  the  Urethra. — (a)  Its  elasticity  is 
normally  very  great,  allowing  it  to  distend  during  the  passage 
of  urine  and  in  the  introduction  of  sounds.  In  rupture  of  the 
urethra  the  two  ends  retract  and  sometimes  separate  for  a  dis- 
tance of  1  in.  or  over,  a  fact  which  makes  catheterization  not 
only  difficult,  but  dangerous. 

The  normal  elasticity  of  the  urethra  is  7nodified  or  destroyed 
by  infiarnmaiion;  cicatricial  tissue  replaces  the  elastic  tissue; 
portions  of  the  canal  first  become  rigid,  then  contracted,  and 
finally  urethral  stricture  results.  Again,  the  mucosa  becomes 
friable  when  inflamed,  and  is  easily  torn.  Hence  the  time  when 
sounds  arc  most  required  is  the  time  when  the  passage  of 
sounds  is  most  dangerous,  l>ecause  of  the  possibility  of  making  a 
false  passage  throu<ih  the  friable  memi)rane. 

{b)  The  lanjc  number  of  orifices  which  open  on  its  surface, 
communicating  either  with  a  gland  or  a  single  cul-de-sac. 
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The  glands  of  Littre  are  a  number  of  small  glands  situated 
in  the  submucous  tissue,  whose  orifices  open  on  the  floor  of 
the  anterior  urethra  or  in  the  sinuses  of  Morgagni.  They 
secrete  mucus  for  the  evident  purpose  of  lubricating  the  canal. 

The  sinuses  of  Morgagni  are  a  number  of  depressions  sit- 
uated along  the  roof  of  the  anterior  urethra;  the  largest  of 
these,  the  Uicuna  magna ^  is  situated  in  the  upper  wall  of  the 
fossa  navicularis,  about  \  in.  from  the  meatus. 

Covypefs  glands  are  two  small  bodies  about  the  size  of  a  pea, 
lying  on  either  side,  between  the  two  layers  of  the  triangular 
ligament,  just  above  the  bulb.  Their  excretory  ducts,  about 
1  in.  in  length,  pass  obliquely  forward  and  open  on  the  floor 
of  the  bulbous  urethra  (Fig.  256).  When  invaded  by  gonor- 
rhea they  form  a  deep,  hard,  painful  tumor  occupying  the 
sides  of  the  median  raphe,  and  are  accompanied  by  diflSculty 
in  micturition. 

Beside  these  are  the  openings  of  the  prostatic  glands  and  the 
ejaculatory  ducts  already  descrilDed. 

It  must  be  evident  from  the  multitude  of  glands  and  sinuses 
which  open  into  the  urethra  that  inflammation  of  this  canal 
presents  possibilities  of  complications  and  chronicity,  the 
limits  of  which  are  difficult  to  define. 

Thus  a  gonorrheal  urethritis  has  far-reaching  results,  not 
merely  because  of  the  inflammation  of  a  long  narrow  canal 
communicating  with  the  urinary  and  genital  organs,  but 
because  of  the  infection  of  numerous  glands  and  crypts  which 
open  into  the  canal,  and  in  which  the  specific  infection  may 
lie  dormant  for  many  years. 

Stricture  of  the  urethra  is  due  to  inflammation  (usually 
gonorrheal)  or  to  traumatism,  the  result  of  which  is  the  for- 
mation of  cicatricial  tissue  which  slowlv  contracts,  diminishes 
the  caliber  of  the  canal,  and  results  in  stricture. 

Traumatic  strictures  are  confined  to  one  point  and  develop 
rapidly;  inflammatory  strictures  are  usually  multiple  and 
develop  slowly — years  after  the  primary-  infection.  The  latter 
occurs  most  frequently  at  the  contracted  portions  of  the 
urethra,  the  j)oint  of  election  being  at  the  junction  of  the 
anterior  and  posterior  urethra,  just  in  front  of  the  triangular 
ligament,  where  the  bulbous  joins  the  membranous  urethra. 
The  reason  for  this  is  found  in  the  anatomic  fact  that  here 
is  a  constricted  portion  of  the  urethra  lying  at  the  most. depen- 
dent part  of  the  fixed  portion  of  the  urethra,  or,  briefly,  a  point 
of  constriction   lying   in   an   area   of  defective  drainage.    The 
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products  of  inflammation  naturally  collect  at  this  point,  remain 
the  longest,  and  affect  it  the  most  profoundly. 

A  normal  urethra  is  necessary  to  the  proper  expulsion  of 
urine ;  when  stricture  is  present  normal  micturition  is  impeded 
and  sometimes  retention  of  urine  results;  or  the  urethra  behind 
the  stricture  may  become  distended  and  finally  rupture,  extrava- 
sation of  urine  occurring  in  the  neighboring  tissues. 

Stricture  of  the  urethra  may  be  relieved  by  progressive 
dilatation;  or  if  this  be  impracticable,  internal  or  external 
urethrotomy  may  be  performed. 

Catheterization,  or  the  introduction  of  urethral  instruments, 
while  a  simple  procedure,  may  prove  difficult  and  even  dan- 
gerous unless  the  manipulations  of  the  instrument  conform 
to  the  anatomic  structure  of  the  canal. 

Rule^. — (a)  Select  the  largest-sized  instrument  that  will 
pass.  A  large  instrument  is  less  liable  to  catch  in  the  mucous 
folds  or  crypts,  and  the  danger  of  a  false  passage  is  minimized. 

(6)  Draw  the  penis  upward  over  the  anterior  abdominal 
wall  to  obliterate  the  prepubic  curve.  In  this  position  the 
direction  of  the  canal  conforms  to  that  of  the  sound. 

(r)  Introduce  the  instniment  so  that  the  beak  is  directed 
touYird  the  floor  of  the  urethra,  to  avoid  catching  the  tip  in  the 
sinuses  along  the  roof,  especially  the  lacuna  magna  in  the  roof 
of  the  fossa  naxicularis. 

(d)  After  the  mobile  portion  of  the  urethra  has  been  tra- 
versed sweep  the  handle  of  the  instrument  around  so  that  the 
l)eak  is  directed  toward  the  roof  of  the  urethra,  and  at  the 
same  time  depress  the  handle  l^tween  the  thighs  so  that  the 
tip  of  the  instrument  will  follow  the  posterior  urethral  curve. 
A  finger  in  the  rectum  may  assist  the  instrument  in  entering 
the  membranous  urethra,  where  o])struction  is  sometimes 
encountered. 

(e)  It  is  direetlon,  not  force,  that  is  required.  The  soimd's 
own  weight  is  sufficient  force. 

(/)  If  resistance  is  encountered,  change  the  direction  of  the 
instrument.  The  sound  miust  foUoiCy  not  force,  a  passage.  The 
obstacles  to  the  ])assing  of  a  sound  are  usually  met  at  two 
points:  the  inferior  border  of  the  symphysis  (triangular  lig- 
ament) or  the  neck  of  the  bladder  (enlarged  prostate). 

Contents  of  the  Urogenital  Triangle. — Apart  from  the 
skin,  which  is  freely  movable  and  presents  a  median  raphe 
more  or  less  prominent,  the  perineum  is  composed  of  alternate 
lavers  of  fascia  and  muscle. 
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The  superjicial  fascia  consists  of  two  layers,  a  superfi<.'ial 
and  deep.  The  former  consists  of  loose  cellular  tissue  con- 
tinuous with  the  subcutaneous  tissue  of  the  neighboring 
regions,  especially  that  of  the  scrotum,  penis,  and  abdominal 
wall.     It  contains  the  superficial  perineal  vessels  and  nerves. 

The  deep  laijer  of  swpfrficial  fascia  (Colles'  fascia)  is  a  thin 
aponeurosis,  triangular  in  form,  firmly  attached  on  its  sides  to 


the  i.schiopubic  rami,  fusing  in  front  with  the  suspensory 
lifiament  and  deep  fascia  of  the  penis;  l^ehind  it  curves  up 
Imneiith  the  transversua  perinei  muscles  and  fuses  with  the 
lower  margin  of  the  triangular  ligament.  Note,  therefore, 
that  the  fusion  of  these  two  fasciae  forms  a  compartment  closed 
above,  beloir.  behind,  and  on  the  .eirfes.  its  orHii  oullel  being 
in  front,  where  it  is  in  communication  with  the  subcutaneous 
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tissue  of  the  abdominal  wall,  the  penis,  and  the  scrotum. 
Hence  extravasatcd  urine  from  ruptured  urethra  can  take  but 
one  course.  It  diffuses  rapidly  in  the  subcutaneous  tissue  of 
the  scrotum,  penis,  and  abdominal  wall.  One  observer  has 
reported  a  case  where  it  extended  as  far  as  the  axilla  (Testut). 

This  compartment  contains  the  root  of  the  penis,  the  bulb 
of  the  urethra,  with  their  muscles,  vessels,  nerves,  and  Cowper's 
glands  (Fig.  271). 

The  root  of  the  penis  is  formed  by  the  crura  of  the  corpora 
cavernosa,  two  elongated  cones  of  erectile  tissue  which  are 
covered  by  the  erector  penis  (ischiocavernosus)  muscle  and 
firmly  attached  to  the  ischiopubic  rami.  They  converge  and 
at  the  pubic  arch  join  the  corpus  spongiosum  to  form  the 
body  of  the  penis. 

The  bulb  of  the  urethra  is  the  posterior  enlargement  of  the 
corpus  spongiosum  surrounded  by  the  accelerator  urinse 
(bulbocavernosus)  muscle  and  situated  in  the  middle  line.  It 
is  intimately  connected  with  the  superficial  layer  of  the  tri- 
angular ligament  and  lies  about  i  in.  in  front  of  the  anus. 

The  trans  versus  perlnei  muscles  are  two  narrow  muscular 
slips  which  pass  transversely  across  the  base  of  the  urogenital 
triangle  from  the  tuberosity  of  the  ischium  to  the  **  central 
tendinous  point  of  the  perineum'^ — a  tendinous  point  in  the 
median  line,  midway  tetween  the  bulb  and  the  anus,  where 
four  muscles  meet:  the  external  sphincter  ani,  the  accelerator 
urinaD,  and  the  two  transversi  perinei. 

The  Ischiobulbar  Triangle  (see  Fig.  271,  £;).— It  will  be 
noted  that  the  transversus  perinei  muscles  form  the  bases  of 
two  triangles  on  each  side  of  the  median  line,  the  sides  of  which 
are  bounded  by  the  bulb  internally  and  the  crura  externally; 
the  floor  is  formed  by  the  triangular  ligament,  and  the  tri- 
angles are  traversed  from  base  to  apex  by  the  superficial 
perineal  vessels  and  nerves. 

The  triangular  ligament  forms  the  roof  of  the  urogenital 
triangle  (Fig.  272).  It  will  l^e  recalled  that  an  interval  exists 
iDetween  the  levator  ani  muscles  beneath  the  pubic  arch,  and 
that  the  triangular  ligament  fills  this  space  and  thereby  com- 
pletes the  pelvic  diaphragm  and  the  roof  of  the  urogenital 
triangle.  The  triangular  ligament  is  a  strong  fibrous  membrane 
stretched  transversely  across  the  pubic  arch:  its  lateral  borders 
are  attached  to  the  ischiopubic  rami;  at  its  apex  l^eneath  the 
pubic  arch  is  an  opening  for  the  transmission  of  the  dorsal 
vein  of  the  penis;  and  posteriorly  its  base  fuses  with  CoUes' 
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fascia  beneath  the  transverse  perineal  muscles.  About  1  in. 
Ijehind  the  symphysis  in  the  median  line  it  is  perforated  by 
the  urethra,  and  is  also  traversed  by  the  piidic  arteries  and 
nerves  and  the  ducts  of  Cowper's  glands. 

The  so-called  "/XMiertor  laijer  of  the  triangular  ligament"  is 
really  a  prolongation  of  the  obturator  fascia  across  the  pubic 
arch.  It  forms,  with  the  anterior  layer,  a  wedge-shaped  inter- 
val about  i  in.  in  depth,  and  slopes  backward  to  blend  with 
the  anterior  layer  antl  CoUes'  fa'^cia.  lletween  these  two  layers 
are  the  membranous  urethra,  surnnmded  bj'  the  compressor 
urethra  muscle.  Cowper's 
gland.sand  theirducts,  and 
the  internal  piidic  vessels 
and  nerves. 

The  compressor  urethra: 
muscle  lies  Ijetween  the 
two  layers  of  the  triangu- 
lar ligament  and  surrounds 
the  membranous  iirethra. 
It  arises  on  either  side  from 
the  ramus  of  the  03  pubis, 
it.s  fibers  passing  above  and 
I>elow  the  urethra  to  form 
a  complete  muscular  cover- 
ing. It  acts  as  an  external  sphincter  of  the  bladder,  assists 
in  the  expulsion  of  semen  and  urine,  and  is  an  active  agent  in 
maintaining  erection  of  the  penis  by  compressing  the  numer- 
ous veins  which  traverse  it,  thereby  producing  a  condition  of 
venous  stasis. 

Perineal  section  (external  urethrotomy)  is  an  operation 
frequently  performed  for  stricture  of  the  deep  urethra  or  for 
tlie  purpose  of  draining  the  bladder.  With  a  grooved  staff 
introduced  into  the  bladder  the  procedure  is  extremely  simple, 
since  the  course  of  the  urethra  is  well  defined  throughout. 
The  urethrorectal  triangle  is  opened  by  an  incision  through  the 
median  raphe  extending  from  the  scrotoijerineal  junction  to 
within  a  short  distance  of  the  anus.  By  cutting  exactly  in 
the  median  line  the  hemorrhage  is  trifling.  After  the  perineal 
fascia  is  incised  the  bulb  is  expose<l  in  the  forward  part  of 
the  wound.  The  membranous  urethra  should  then  lie  laid 
ojjen  just  behind  the  bulb  and  the  prostatic  urethra  and  neck 
of  the  bladder  dilated — not  cut — by  the  introduction  of  a  gorget 
or  sound.     When,  however,  it  is  impossible  to  introduce  any 
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instrument    through    the    urethra,    perineal    section    without 
a  guide  must  be  performed — an  operation  of  diflSculty  and 
danger  unless  the  anatomic  landmarks  be  well  understood. 
After  the  bulb  is  exposed  according  to  the  method  described 
above,  a  difficulty  presents  itself,  namely,  that  of  locating  the 
membranous  urethra,  especially  when  permanently  obstructed 
and  often  destroyed  by  the  repeated  attempts  to   pass   an 
instrument.     In  such  a  case  it  is  well  to  open  the  urethra  in 
front  of  the  obstruction  and  retract  the  edges  of  the  urethral 
incision  by  means  of  silk  sutures.     An  attempt  is  then  made 
to  pass  a  fine  prolx)  through  the  strictured  urethra  into  the 
bladder,   and   if  successful   the   remainder  of  the   operation 
consists  in  simply  dividing  the  stricture  and  following  the 
guide  into  the  bladder.     If  no  opening  can  l)e  found  the  surgeon 
must   depend  entirely   upon   the  anatomic  landmarks.     The 
following  suggestions  may  l)e  of  service: 

(a)  Keep  in  the  median  line. 

(b)  Identify  the  triangular  ligament;  the  membranous 
urethra  passes  l)etween  its  layers  and  makes  its  exit  in  the 
median  line  about  1  in.  Ix^low  the  inferior  border  of  the  s>Tn- 
physis. 

(c)  The  prostate  is  in  front  of  the  neck  of  the  bladder  and 
surrounds  the  first  1\  in.  of  the  urethra.  It  may  be  identified 
through  the  rectum. 

(d)  The  neck  of  the  bladder  is  about  2h  in.  to  3  in.  from  the 
surface  of  the  perineum  when  the  patient  is  in  the  lithotomy 
position  (Bryant). 

THE  PENIS 

The  penis  consists  of  a  root,  a  body,  and  an  extremity  or  glans. 
The  root  or  fixed  portion  of  the  penis  is  formed  by  the 
crura  of  the  corpora  cavernosa,  deeply  situated  in  the  perineum 
and  attached  to  the  ischiopubic  rami  (see  page  526).  The 
two  crura  and  the  corpus  spongiosum  meet  beneath  the  pubic 
arch  and  form  the  body  of  the  penis. 

The  body  or  mobile  portion  of  the  penis  properly  be^ns 
at  the  lower  border  of  the  symphysis  pubis,  to  which  it  is 
attached  by  the  su^^pensory  ligament,  and  ends  in  an  expanded 
extremity,  the  glans  penis,  at  the  apex  of  which  is  the  orifice 
of  the  urethra.  When  the  penis  is  relaxed  the  flexed  and  mobile 
portions  form  an  angle,  when  the  penis  is  erect  the  mobile 
portion  continues  the  direction  of  the  fixed  portion  (see 
Fig.  269). 


THE  PENIS 


This  organ  is  formed  by  three  ereelile  bodies,  the  two  corpora 
cavernosa  and  the  corpus  spongiosum,  which  at  their  origin 
are  separated  from  each  other,  but  which  unite  at  the  lower 
border  of  the  symphysis.  The  two  corpora  cavernosa  are 
placed  side  by  side  like  two  cylinders  and  occupy  the  dorsal 
plane  of  the  penis,  extending  from  the  perineum  to  the  base  of 
the  glans  (Fig.  273).  The  corpus  spongiosum  encloses  the 
anterior  urethra  and  occupies  the  groove  on  the  imder  surface 


of  I  he  corpora  cavernosa.  It  lupins  in  an  expansion,  the  6m/6  in 
front  of  the  triangular  ligament,  and  ends  in  an  expansion,  the 
(jians  penis. 

The  glans  peals  is  in  the  form  of  a  flattened  cone,  at  the 
ajiex  of  which  is  the  meatus  urinarius;  at  its  base  is  a  circular 
groove,  the  certnx,  the  prominent  margin  in  front  is  the  corona  of 
the  glans,  which  is  more  pronounced  on  the  dorsal  than  on 
the  ventral  surface.    The  corona  and  neck  contain  a  number 
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of  small  sebaceous  glands,  the  glands  of  Tyson,  which  secrete 
a  sebaceous  material  of  a  peculiar  odor  known   as  smegma. 
The  surface  of  the  glans  is  covered  by  a  number  of  small  papillae 
endowed  with  special  sensibility,  which  become  prominent  only 
when  the  organ  is  distended.    The  tody  of  the  penis  is  envel- 
oped by  integument,  remarkable  for  its  thinness  and  mobility, 
which  is  continuous  at  the  root  of  the  penis  with  the  skin  of 
the  pubes  and  scrotum;  at  the  extremity  it  is  folded   upon 
itself  to  form  the  prepuce  or  foreskin  for  the  protection  of  the 
glans.     The   inner  layer  of  the   prepuce   assumes    the    char- 
acteristics of  mucous  membrane,  and  after  attaching  itself  to 
the  neck  is  reflected  over  the  glans  penis  and  becomes  contin- 
uous with  the  mucosa  of  the  urethra.     A  triangular  fold  of 
mucous  membrane,   the   frenum,   connects  the  prepuce    with 
the  under  surface  of  the  glans.    The  length  of  the  prepuce 
varies  with  the  individual,  from  an  elongation  that  extends 
below  the  summit  of  the  glans  to  a  simple  fold  or  collar  sit- 
uated behind  the  corona  and  lea\ing  the  glans  entirely  exposed. 
An    elongated    foreskin    may    by    mechanical    obstruction    or 
constriction  cause  many  pathologic  conditions. 

Note  the  fa(!t  that  tetween  the  prepuce  and  the  glans  is 
a  cavity,  at  the  base  of  which  are  a  numl)er  of  sebaceous  glands 
constantly  excreting  smegma.  The  only  opening  of  this 
cavity  is  the  preputial  orifice.  If  now  the  preputial  orifice  be 
so  small  that  it  cannot  he  retracted  {phimosis),  smegma 
collects  witihin  the  cavity,  infection  follows,  and  inflammation 
results,  giving  rise  to  balanitis  and  the  formation  of  adhesions 
between  the  prepuce  and  the  glans.  Not  only  this,  but  many 
reflex  nervous  phenomena,  nocturnal  incontinence,  incomplete 
development  of  the  glans.  and  liability  to  venereal  infection 
may  be  charged  to  phimosis.  Again,  while  the  preputial  orifice 
may  be  sufficiently  large  to  allow  the  glans  free  exit  in  a  state 
of  repose,  it  may  he  necessary  to  forcibly  retract  the  prepuce 
in  a  state  of  erection.  In  the  latter  case  it  may  form  a  con- 
stricting ring  about  the  base  of  the  glans,  interfere  with  the 
circulation,  and  cause  an  edematous  swelling  of  the  organ 
which  imperils  its  vitality.  This  condition  is  known  as  para- 
phimo.vsy  and  demands  prompt  surgical  intervention  to  prevent 
the  glans  from  sloughing.  All  cases  of  phimosis  should  be 
subjected  to  circumcision  lief  ore  the  se(|uehe  arise. 

The  skin  is  connected  to  the  body  of  the  penis  by  a  layer  of 
loose  cellular  tissue  verv  rich  in  elastic  filx^rs  and  devoid  of 
fat.     This  layer  gives  to  the  skin  its  great  mobility  and  is  con- 
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tinuous  with  the  cellular  tissue  of  the  neighboring  regions.  In 
this  tissue  are  the  superficial  vessels  and  nerves,  and  it  is  here 
that  extravasations  of  blood  or  urine,  or  edematous  swellings 
may  cause  the  penis  to  assume  enormous  proportions. 

The  fascia  penis  is  the  fibro-elastic  sheath  which  forms 
a  common  investment  for  the  erectile  bodies.  It  is  continuous 
behind  with  the  superficial  fascia  of  the  perineum  and  above 
with  the  suspensory  ligament  of  the  j^enis.  In  front  it  is 
attached  to  the  base  of  the  gland  and  takes  no  part  in  the 
formation  of  the  prepuce.  Below  this  fascia  lie  the  dorsal 
vein  and  artery  of  the  penis.  According  to  Sappey  this  fascia 
plays  an  important  r61e  in  the  production  of  erection  by  com- 
pressing the  veins  and  thus  bringing  about  a  venous  stasis  in 
the  corpora  cavernosa. 

Vessels  and  Nerves. — ^The  arteries  of  the  penis  are  sup- 
plied by  the  internal  pudic  artery,  which  sends  branches  to  each 
of  the  erectile  bodies  and  the  doreal  artery  to  the  glans. 

The  veins  collect  the  blood  from  the  glans  and  erectile 
bodies  and  for  the  most  part  empty  into  the  dorsal  vein,  which 
courses  l)eneath  the  fascia  penis,  l)etween  the  two  dorsal  arteries. 
At  the  root  of  the  penis  it  traverses  the  suspensory  ligament 
and  empties  into  the  prostatic  plexus. 

The  lymphatics  consist  of  a  sui>erficial  set,  which  drain  the 
glans  and  the  integument  and  terminate  in  the  inguinal  glands; 
the  deep  set  drain  the  erectile  bodies  and  probably  empty  into 
the  lymphatics  of  the  pelvis.  The  penile  urethra  is  drained, 
for  the  most  part,  by  the  inguinal  glands,  but  according  to 
Poirier,  one  of  the  trunks  passes  l)etween  the  recti  muscles  and 
terminates  in  the  internal  retrocrural  gland. 

The  nerves  are  derived  from  the  internal  pudic  nerve,  through 
its  superficial  perineal  and  dorsal  branches,  and  the  hypogastric 
plexus  of  the  sympathetic,  which  sends  additional  branches  to 
the  erectile  tissue. 

Congenital  Defects. — Without  detailing  the  process,  it 
may  1^  stated  in  a  general  way  that  the  anterior  and  posterior 
urethras  differ  essentially  in  their  embryologic  development. 
The  membranoprostatic  urethra  has  its  origin  in  connection 
with  the  internal  generative  organs;  the  spongy  urethra  is 
developed  with  the  external  genital  organs.  The  latter  is  at 
first  a  groove,  w^hich  is  gradually  converted  into  a  canal;  the 
fusion  commencing  at  the  bulb  and  advancing  toward  the 
glans.  An  arrest  of  the  normal  course  of  development  gives 
rise  to  two  malformations  which  are  of  special  surgical  interest: 
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(a)  Hypospadias,  characterized  by  an  abnormal  opening  of 
the  urethra  on  the  under  surface  of  the  penis.  It  is  the  most 
frequent  congenital  malformation  of  the  urethra  and  may  vary 
from  a  small  opening  to  a  complete  defect  of  the  penoscrotal 
urethra;  in  the  latter  condition  the  penis  is  rudimentary  and 
imperforate,  the  testicles  are  situated  at  the  side  of  the  cleft, 
and  the  urethra  opens  in  the  perineum  behind  the  scrotum, 
presenting  an  appearance  which  resembles  the  external  genitals 
of  the  female  (hi/pospadias  vvlvijorme))  hence,  errors  in  sex 
may  be  easily  made  at  birth  from  a  superficial  examination. 
If  the  urethra  opens  in  front  of  the  scrotum  it  is  known  as 
penoscrotal  hypos padiaSy  if  the  opening  is  on  tlie  under  surface 
of  the  glans  it  is  a  balanic  hypospadias — by  far  the  most  fre- 
quent variety. 

(6)  Epispadias,  characterized  by  an  abnormal  opening  of  the 
urethra  on  the  dorsum  of  the  penis.  It  is  a  rare  deformity 
and  often  associated  with  congenital  vesical  fissures.  The 
developmental  explanation  of  this  defect  is  somewhat  ambig- 
uous. According  to  Taylor,  the  erectile  bodies  have  become 
reversed  so  that  the  corpus  spongiosum  occupies  the  dorsal 
position  and  hence  urethral  defects  present  on  the  dorsal 
surface.  The  defonnity  varies  according  as  the  defect  involves 
the  entire  length  of  the  penile  urethra  or  only  a  part. 

In  penopubic  epispadias  the  defect  involves  the  entire  length 
of  the  urethra  and  may  be  associated  with  extroversion  of  the 
bladder.  In  balanic  epispadias  the  urethral  opening  is  on  the 
dorsal  surface  at  the  base  of  the  glans,  the  urethral  segment 
of  the  glans  being  represented  by  a  dorsal  groove. 

Clinical  Considerations.— The  meatus  is  one  of  the  nar- 
rowest and  least  distensible  parts  of  the  urethral  canal.  In 
certain  aggravated  cases  it  is  necessary  for  the  surgeon  to 
incise  the  meatus  (meatotomy)  to  permit  proper  dilatation  of  the 
urethral  canal,  to  give  free  drainage  in  urethritis,  or  to  relieve 
certain  reflex  phenomena,  such  as  incontinence  of  urine,  of 
which  it  is  sometimes  the  cause.  The  abnormal  position  of  the 
meatus  in  epispadias  and  hypospadias  has  already  been  alluded 
to  under  congenital  defects. 

The  glans  is  frequently  the  site  of  inflammation  from  retained 
secretions  (balanitis);  the  important  rdle  which  the  elongated 
foreskin  plays  in  its  production  is  explained  in  considering  the 
prepuce.  The  numerous  papillir  covering  the  glans,  when  sub- 
jected to  prolonged  irritation,  hypertrophy  and  give  rise  to 
papillomas  or  venereal  irarts.    The  neck  and  corona  of  the  penis 
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are  favorite  sites  for  venereal  ulcerations  (chancre  and  chan- 
croid). Note  the  fact  that  a  chancre  which  shows  a  typical 
induration,  when  situated  at  the  base  of  the  glans  where  the 
subcutaneous  tissue  is  plentiful,  will  manifest  little  induration 
at  other  points  on  the  glans,  owing  to  the  absence  of  subcu- 
taneous tissue  (Woolsey). 

Chordee  is  a  painful  deflection  of  the  penis  which  occurs 
during  erection.  It  is  due  to  an  extension  of  inflammation 
from  the  urethra  into  the  tissue  of  the  corpus  spongiosum 
whereby  its  elasticity  is  diminished,  so  that  when  erection 
occurs  the  corpora  cavernosa  are  Ixjnt  downward  by  the  con- 
tracted spongy  body,  which  acts  like  a  string  to  a  bow. 

"Fracture"  of  the  penis  may  occur  during  coitus  by  sudden 
and  forcible  flexion  of  the  erectile  bodies.  It  is  followed  by 
extensive  and  rapid  swelling  and  preternatural  mobility  of 
the  distal  segment. 

Epithelioma  of  the  penis  may  originate  either  in  the  glans 
or  the  prepuce.  The  irritating  effects  of  phimosis  often  ante- 
date the  appearance  of  this  disease.  The  course  of  the  lym- 
phatics suggests  that,  since  the  disease  is  co-extensive  with 
the  inguinal  lymph-glands,  a  radical  operation  must  include  a 
thorough  dissection  of  these  glands  when  the  organ  is  ampu- 
tated. 

THE  SCROTAL  REGION 

The  scrotal  region  comprises  the  structures  which  envelop 
the  testicles,  the  testicles  themselves,  and  the  lower  portion  of 
the  spermatic  cord  (Fig.  274). 

In  studying  this  region  recall  the  fact  that  the  testicles  at  an 
early  period  of  fetal  life  are  contained  within  the  abdominal 
cavity,  lying  behind  the  peritoneum  a  little  below  the  kidney; 
that  they  subsequently  migrate  from  the  abdomen,  through 
the  inguinal  canal  into  the  scrotum;  hence  the  structures  which 
envelop  the  testicles  are  merely  structures  of  the  abdominal 
wall  which  have  l)een  appropriated  by  the  testicle  in  its  descent. 
From  this  viewpoint  the  seemingly  complicated  structural 
arrangement  is  at  once  simplified. 

The  scrotum  is  a  musculocutaneous  pouch  containing 
the  testicles  and  the  lower  portion  of  the  spermatic  cord.  It 
consists  of  two  layers,  the  integument  and  the  dartos. 

The  skin  of  the  scrotum  is  thin,  semitransparent,  and  of  a 
brownish  color,  containing  sebaceous  glands  and  hair-follicles. 
In  the  median  line  is  a  longitudinal  raphe  which  marks  the 
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line  of  fusion  between  the  two  genital  folds  and  is  sometimes 
the  Mite  of  dermoid  cijsts.  It  is  characterized  by  a  series  of 
transverse  folds  or  rugiP  which  disappear  on  distention  and 
are  due  to  the  attachment  of  the  dartos  to  its  deep  surface. 
Thus  the  skin  of  the  scrotum  is  very  distensible,  as  seen  in  the 
enormous  size  attained  in  hydrocele;  in  the  feeble  support 


which  it  offers  to  the  veins  of  the  cord  in  conditions  of  vari- 
cocele, and  the  possibility  in  plastic  operations  of  borrowing 
large  flaps  from  the  scrotum  without  diminishing  the  capability 
of  the  bag. 

The  dartos  is  formed  of  thin  muscular  fibers  intimately 
attached  to  the  deep  surface  of  the  akin.  As  Tillanx  observes, 
it  is  a  skin-muscle  which  contracts  under  the  influence  of  cold 
and  venereal  orgasm.     It  relaxes  under  the  influence  of  heat 
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and  its  tonicity  diminishes  with  age.  Wounds  of  the  scrotum 
have  a  tendency  to  shrivel  up  under  the  action  of  the  dartos. 

The  contraction  of  the  dartos  must  not  be  confounded  with 
that  of  the  cremaster,  which  can  be  produced  by  irritating  the 
skin  of  the  abdomen  or  the  internal  surface  of  the  thighs.  The 
crefnasteric  reflex  affects  the  testicle,  not  the  skin  of  the  scrotum. 
While  the  skin  of  the  scrotum  forms  a  common  envelop  for  the 
two  testicles,  the  dartos  forms  a  partition  in  the  median  line 
and  divides  the  scrotum  into  two  sacs,  each  of  which  contains 
the  corresponding  testicle  and  its  envelopes.  Thus,  effusions 
of  blood  in  the  scrotum  have  a  tendency  to  remain  localized 
in  one  side. 

Beneath  the  dartos  is  a  quantity  of  loose  cellular  tissue 
entirely  devoid  of  fat.  It  is  limited  on  the  sides  by  its  attach- 
ment with  the  dartos  to  the  ischiopubic  rami.  It  is  continuous 
with  the  cellular  tissue  of  the  perineum,  the  penis,  and  the 
abdominal  wall.  The  presence  and  arrangement  of  this  tissue 
explains  the  enormous  swelling  of  the  scrotum  in  cases  of  edema 
and  extravasated  urine  or  blood,  and  its  propagation  to  the 
penis  and  abdominal  wall. 

The  cellular  tissue  is  traversed  by  the  superficial  vessels 
and  nerves,  and  although  the  vessels  are  of  small  caliber,  care- 
ful hemostasis  should  be  observed  in  wounds  of  the  scrotum 
to  prevent  the  hemorrhage  which  sometimes  follows  subse- 
quent relaxation  of  the  dartos  and  the  formation  of  large  scrotal 
hematomas. 

The  lymphatics  of  the  scrotum  terminate  in  the  inguinal 
glands.  They  are  frequently  the  site  of  irritation  from  filaria 
or  obstructive  lesions  producing  enormous  hyperplasia  of  the 
connective-tissue  and  resulting  in  elephantiasis  of  the  scrotum. 

Epithelioma  of  the  scrotum  usually  l)egins  as  a  wart  or 
papilloma.  It  was  formerly  known  as  ^^  chimneif-sweep's 
cancer/'  l^ecause  of  its  prevalence  among  those  following  that 
occupation.  It  is  now  a  rare  condition.  Its  extension  by 
way  of  the  lymphatics  suggests  an  early  involvement  of  the 
inguinal  glands. 

Note  that  in  addition  to  the  two  la  vers  of  the  scrotum  the 
testicle  derives  a  covering  from  each  of  the  muscles  of  the 
abdominal  wall: 

(a)  The  spermatic  fascia  from  the  external  oblique. 

(b)  The  cremasteric  fascia  from  the  internal  oblique. 

(c)  The  infundibuliform  fascia  from  the  transversalis. 
Ordinarily,  these  coverings  are  so  blended  that  they  cannot 
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be  recognized;  only  in  large  hemise  of  long  standing  do  they 
become  sufficiently  hypertrophied  to  be  demonstrated. 

Of  these  three  the  cremasteric  fascia  is  the  most  important, 
since  it  holds  in  its  meshes  a  number  of  muscular  loops  {ere- 
master  muscle)  derived  from  the  internal  oblique  muscle,  which 
forms  a  thin  sheet  enveloping  the  testicle  and  spermatic  cord 
(see  Fig.  274).  When  the  cremaster  contracts  it  draws  the 
testicle  up  toward  the  inguinal  ring. 

The  cremasteric  reflex  is  the  reflex  contraction  of  this 
muscle  which  follows  *^  tickling"  of  the  skin  of  the  upper  and 
internal  surface  of  the  thigh  (due  to  the  fact  that  the  same 
nerve — the  genitocrural — supplies  the  muscle  and  the  area  of 
skin  designated).  This  reflex  is  of  great  diagnostic  significance 
in  locating  the  lesion  in  certain  affections  of  the  nervous  system. 

The  tunica  vaginalis  derived  from  the  parietal  peritoneum 
will  be  considered  in  connection  with  the  testicle. 

The  testicles  are  two  glandular  organs,  the  essential  fimc- 
tion  of  which  is  to  produce  the  spermatozoids  and  furnish  an 
internal  secretion  which  is  necessary  for  the  normal  develop- 
ment of  the  individual.  Note  the  efifect  of  double  castration 
in  a  child,  in  the  arrest  of  development  which  ensues,  and  in 
the  adult  the  resulting  physical  and  psychic  disturbances  of  a 
serious  character. 

In  form  the  testicle  is  an  oval  with  flattened  sides;  its  size  is 
subject  to  great  variation,  the  left  is  usually  larger  than  the 
right;  in  general  terms  it  measures  about  1^  in.  in  length,  1  in. 
in  breadth,  and  IJ  in.  from  behind  forward. 

The  epididymis  is  an  appendage,  not  a  part,  of  the  testicle. 
It  is  really  the  convoluted  origin  of  the  vas  deferens,  and  sur- 
mounts the  posterior  superior  border  of  the  testicle  "like  the 
crest  of  a  helmet"  (Fig.  275,  A).  Its  anterior  expanded  portion 
forms  the  head  or  globus  majory  which  is  intimately  connected 
with  the  testicle  by  the  radiating  efferent  ducts;  its  posterior 
and  smaller  extremity  forms  the  tail  or  globus  minor  connected 
with  the  testicle  only  by  connective-tissue  and  continuous 
with  the  vas  deferens;  the  intermediate  portion  or  body  lies 
upon,  but  is  separated  from,  the  testicle  by  a  cul-de-sac  of  the 
serous  membrane  termed  the  digital  fossa.  Occasionally  the 
epididymis  is  not  so  intimately  connected  with  the  testicle,  and 
the  tunica  vaginaUs  forms  a  distinct  fold  hke  a  mesentery — 
the  mcso-epididymi^. 

Situated  near  the  line  of  demarcation  l)etween  the  globus 
major  and  the  testicle  are  one  or  two  small  ixjdunculated  bodies 
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called  the  hydatids  of  Morgagni. 
They  are  fetal  remains  and  are  of 
importance  only  because  they  give 
rise  to  cystic  tumors. 

The  testicles  are  suspended  in  the 
scrotum  from  the  inferior  extremity 
of  the  spermatic  cord.  The  scrotal 
ligament  attaches  the  lower  border 
of  the  testicle  to  the  bottom  of  the 
scrotum.  Thus,  notwithstanding 
its  mobility  within  the  scrotal  sac,  it 
is  held  in  a  relatively  fixed  position, 
its  vertical  axis  being  directeil  ob- 
liquely from  above  down  and  before 
back ;  its  anterior  convex  bonier  in- 
clines forward  and  downward;  its 
posterior  straight  border  is  attached 
to  the  spermatic  cord  and  inclines 
backward  and  upward. 

While  this  position  is  the  rule, 
it  is  important  to  remember  that 
unilateral  inversion  oj  the  testicle 
may  sometimes  be  present,  seen 
chiefly  in  four  varieties  designated 
according  to  the  position  occupied 
by  the  epididymis. 

(a)  Superior  inversion,  in  which 
the  long  axis  of  the  testicle  is  tipped 
forward  so  that  the  posterior  border 
of  the  testicle  looks  upward  an<l 
the  epididymis  lies  above  in  a  hori- 
zontal plane  (Fig.  275,  B). 

(b)  Anterior  inversion,  in  which 
the  epididymis  is  attached  to  the 
anterior  surface  of  the  testicle  (Fig. 
275.  C). 

(c)  Lateral  inversion,  in  which 
the  epididymis  is  attached  to  the 
lateral  surface  of  the  testicle  (Fig. 
275,  D). 

(d)  The  loop  inversion,  in  which 
the  epididymis  encircles  the  testicle 
like  a  sling  (Fig.  275.  E)  (Testut). 


Fiii.  275.— The   Epipib 
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The  most  common  of  these  inversions  is  the  anterior  position, 
a  fact  of  great  surgical  interest,  since  in  cases  of  hydrocele 
the  usual  puncture  or  incision  of  the  scrotum  in  front  might 
injure  the  epididymis  and  testicle. 

The  tunica  vaginalis  is  the  serous  membrane  which  invests 
the  testicle  and  its  epididymis,  and  Unes  the  scrotum.  Orig- 
inally, it  is  derived  from  the  peritoneum  during  the  migration 
of  the  testicle  from  the  abdomen  into  the  scrotum;  after  the 
descent  of  the  testicle  the  upper  portion  of  the  peritoneal 
pouch — the  portion  between  the  internal  ring  and  upper  part 
of  the  gland — l)ecomes  obliterated,  and  the  lower  portion 
remains  as  a  closed  serous  sac  which  invests  the  testicle  and 
lines  the  cavity  in  which  it  is  contained. 

The  visceral  latfci'  covei*s  the  greater  part  of  the  outer  surface 
of  the  testicle  and  epididymis;  it  dips  in  between  the  body  of 
the  epididymis  and  the  outer  surface  of  the  testicle,  forming 
the  digital  fossa,  and  is  incomplete  posteriorly,  where  the  sper- 
matic vessels  and  duct  enter  the  substance  of  the  testicle. 

The  parietal  Int/er  is  reflected  upon  the  cord  for  a  short 
distance  above  the  testicle  and  extends  down  below  the  level 
of  the  testicle.  Between  the  two  layers  is  the  cavity  of  the 
tunica  vaginalis,  normally  lubricated  by  a  small  amount  of 
serous  fluid,  which,  when  secreted  in  excess,  produces  a  con- 
dition of  hydrocele. 

Structure  of  the  Testicle. — ^The  testicle  is  completely 
invested  by  a  dense  fibrous  membrane,  the  tunica  albugineay 
which  sends  radiating  septa  into  the  substance  of  the  gland 
and  forms  the  fibrous  framework  of  the  parenchyma.  Between 
these  septa  is  the  glandular  tissue  containing  the  greatly 
convoluted  seminiferous  tubuleSy  the  essential  structure  of  the 
gland,  surrounded  by  very  delicate  cellular  tissue. 

It  is  the  latter  tissue  which,  during  inflammatory  changes, 
undergoes  proliferation,  crowds  out  the  tubules,  and  causes 
testicular  atrophy.  The  tubules  converge  to  form  twelve  to 
fifteen  tubes  which,  as  the  vasa  efferentia,  perforate  the  tunica 
albuginea  and  form  the  convoluted  tubules  of  the  globus 
major,  finally  terminating  in  a  single  duct,  the  canal  of  the 
epididymis. 

The  spermatic  cord  forms  the  pedicle  of  the  testicle  (Pig. 
276).  It  commences  at  the  upper  and  back  part  of  the  testicle, 
traverses  the  scrotum  and  the  inguinal  canal,  and  terminates 
at  the  internal  abdominal  ring,  where  its  component  structures 
are  dispersed.     The  essential  elements  of  the  cord  are   the 
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vas  deferens  and  the  vessels  and  nerves  of  the  testicle,  united 
by  loose  cellular  tissue  and  ensheathed  by  the  infundibuliform 
process  of  the  transversalis  fascia,  which  is  reinforced  by  the 
cremasteric  iascia. 

The  vas  deferens  is  the  most  important  structure  of  the 
cord.     Its  long  and  tortuous  course  has  already  been  described 


(see  page  492i ;  only  its  scrotal  segment  will  l)e  considered 
here.  It  extends  from  the  tail  of  the  epididymis  to  the 
external  abdominal  ring  and  is  easily  <listinguUhetl  from 
the  other  elements  of  the  cord  by  its  firm  consistency.  When 
palpated  il  feels  like  a  whipcord,  and  on  inspection  it  is  char- 
acterized by  its  bluish-white  color.     Normally,  it  is  smooth 


540  THE  ABDOMEN  AND  PELVIS 

and  flexible,  but  these  characteristics  are  distinctly  modified 
by  disease,  as  seen  in  the  induration  of  gonorrhea  and  the 
nodular  points  in  tul:)erculosis. 

The  vas  deferens  in  the  cord  lies  between  two  vascular 
groups;  in  front,  the  spennatic  artery  surrounded  by  the 
anterior  group  of  veins;  behind,  the  artery  of  the  vas  deferens, 
accompanied  by  the  posterior  group  of  veins.  It  is  important 
in  operations  involving  the  cord,  such  as  hernia  and  resection 
of  varicosed  veins,  not  to  denude  the  vas  too  closely,  as  preser- 
vation of  the  artery  of  the  vas  deferens  will  insure  the  nutrition 
of  the  testicle,  should  the  spermatic  artery  be  sacrificed  in  the 
removal  of  the  varicosed  veins. 

The  spermatic  artery  is  a  branch  of  the  abdominal  aorta 
and  is  the  largest  artery  of  the  cord.  After  a  long  course  in 
the  abdomen  it  reaches  the  internal  abdominal  ring,  where  it 
unites  with  the  other  elements  of  the  cord  and,  pursuing  a 
tortuous  course,  finally  reaches  the  testicle,  sending  branches 
to  the  epididymis  which  anastomose  with  the  artery  of  the  vas, 
and  entering  the  back  part  of  the  testicle  supplies  the  sub- 
stance of  the  gland. 

Note  that  this  artery  occupies  the  center  of  a  group  of  ifeins 
which  conceal  it,  so  that  in  the  course  of  an  operation  it  is  often 
impossible  to  recognize  it;  hence  it  is  frequently  wounded, 
especially  in  resecting  the  veins  for  varicocele,  but  the  vitality 
of  the  testicle  is  not  impaired  if  the  artery  of  the  vas  remains 
intact. 

The  artery  of  the  vas  deferens  is  a  branch  of  the  superior 
vesical,  and  accompanies  the  vas,  forming  an  important  anas- 
tomosis with  the  spermatic  artery  near  the  testicle. 

The  spermatic  veins  are  remarkable  for  their  number  and 
volume.  They  take  their  origin  from  the  testicle  and  epidid- 
ymis, and  form  two  groups:  the  anterior  group  in  front  of  the 
vas  surround  the  spermatic  artery  and  form  the  pampiniform 
plexus,  which,  finally  (coalescing  into  a  single  trunk,  empty  on 
the  right  side  into  the  inferior  vena  cava  and  on  the  left  side 
into  the  corresponding  renal  vein.  The  posterior  group  behind 
the  vas  terminates  in  the  deep  epigastric  vein.  The  veins  of 
both  groups  anastomose  freely  tetween  themselves  and  w4th 
each  other;  hence,  in  varicocele  the  veins  of  both  groups  are 
affected,  but  in  a  different  degree. 

It  may  be  well  to  note  that  the  frequency  of  varicocele  on 
the  left  side  is  explained  by  the  difference  in  the  termination 
of  the  two  veins:  the  right  empties  into  the  vena  cava  nearly 
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parallel  with  the  course  of  the  venous  current,  the  left  into  the 
renal  vein  perpendicular  to  the  blood  current  and  thus  forms  a 
slight  obstacle  to  the  return  flow  from  the  left  spermatic  vein. 
This,  however,  is  a  predisposing  rather  than  a  real  cause  of 
varicocele. 

The  lymphatics  of  the  testicle  accompany  the  other  elements 
of  the  cord  and  terminate  in  the  lumbar  glands. 

The  nerves  of  the  testicle  are  derived  from  the  spermatic 
plexus  of  the  sympathetic,  which  anastomoses  with  the  aortic, 
renal,  and  hypogastric  plexuses. 

Note  in  this  connection  the  reflex  pain  felt  in  the  testicle 
during  an  acute  attack  of  renal  calculus,  and  again  the  nausea 
and  syncope  which  follow  a  blow  on  the  testicle,  or  pain  in  the 
back  associated  with  tumor  of  the  testis. 

Clinical  Considerations. — In  the  migration  of  the  testicle 
from  the  abdomen  into  the  scrotum  it  is  evident  that  it  may 
be  arrested  at  any  point  between  its  original  site  and  the 
scrotum,  or  it  may  descend  into  some  abnormal  position. 

Undescended  Testicle  (Cryptorchidism). — ^The  testicle  in 
its  migration,  failing  to  reach  the  scrotum,  is  retained  either  in 
the  abdomen,  the  iliac  fossa,  or  the  inguinal  canal;  the  last 
variety  is  the  most  frequent.  Retained  testicle  after  the  age 
of  puberty  undergoes  complete  atrophy,  so  that  any  operation 
performed  for  the  purpose  of  replacing  the  organ  must  be  done 
during  childhood,  otherwise  the  result  is  cosmetic  rather  than 
functional.  Undescended  testicle  is  nearly  always  associated 
with  inguinal  hernia. 

Ectopia  Testis. — In  this  condition  the  testicle  has  deviated 
from  its  normal  path  and  lodged  in  an  abnormal  position ;  thus, 
it  may  pass  the  inguinal  canal  and  make  its  exit  from  the  abdo- 
men through  the  femoral  ring  and  take  a  position  in  the  front 
of  the  thigh  near  the  saphenous  opening,  or  it  may  pass  the 
scrotum  and  finally  lodge  in  the  perineum  in  front  of  the  anus. 

Inversion  of  the  testicle  has  already  been  alluded  to  (see 
page  537). 

Hydrocele  ordinarily  refers  to  a  collection  of  serous  fluid 
in  the  cavity  of  the  tunica  vaginalis  similar  to  a  pleuritic, 
peritoneal,  or  joint  effusion.  To  appreciate  the  varieties  of 
hvdrocele  and  rationally  account  for  the  same  it  is  only  neces- 
sary  to  recall  the  fact  that  the  testicle  in  its  descent  from  the 
abdomen  into  the  scrotum  is  preceded  by  a  pouch  of  peritoneum; 
that  at  birth  the  portion  of  this  pouch  extending  from  the 
internal  ring  to  the  upper  part  of  the  testicle  is  normally  closed, 
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and  the  lower  portion  of  the  pouch  remains  as  the  tunica 
vaginalis.  Under  normal  conditions,  therefore,  the  collection 
of  fluid  is  confined  to  the  tunica  vaginalis,  and  is  known  as 
vaginal  hydrocele. 

In  congenital  hydrocele  there  is  complete  patency  of  the 
peritoneal  pouch,  and  the  tunica  vaginalis  communicates  with 
the  peritoneal  cavity.     In  appearance  it  simulates  hernia. 

In  infantile  hydrocele  the  peritoneal  pouch  is  closed  above, 
shutting  off  the  general  peritoneal  cavity;  the  lower  portion 
of  the  pouch  and  the  tunica  communicate,  and  when  dis- 
tended with  fluid  is  liable  to  be  mistaken  for  an  inguinal  hernia. 

In  encysted  hydrocele  of  the  cord  the  peritoneal  pouch  is 
closed  above  and  below,  the  intervening  portion  remaining 
open.  The  practical  point  in  hydrocele  is  the  fact  that  it 
simulates  hernia,  from  which  it  is  to  be  differentiated,  the 
diagnostic  sign  being  its  translucency.  Again,  the  possible 
communication  with  the  peritoneal  cavity  must  emphasize 
the  dangei*s  of  injecting  such  substances  as  carbolic  acid  and 
iodin  to  obliterate  the  sac,  w^hile  the  danger  of  wounding  the 
testicle  in  tapping  a  hydrocele  is  apparent. 

As  a  rule,  the  testicle  occupies  a  posterior  and  inferior  position 
and  the  sac  may  safely  Ix)  punctured  in  front  or  above. 

Varicocele  denotes  a  varicosed  condition  of  the  veins  of 
the  spermatic   cord.     While  it  resembles  varicosed   veins   in 
other  regions  it  presents  marked  characteristics  because  of  the 
number  and  tortuosity  of  the  spermatic  veins,  and,  in  contra- 
distinction to  other  varicosities,  it  is  an  affection  of  early  adult 
life,  when  sexual  vigor  is  greatest.     The  dilated  and  thickened 
veins  feel  like  a  "bag  of  worms,"  and  produce  a  sensation  of 
fulness  or  dull  ache  in  the  cord  which   directs  the  patient's 
attention  to  the  condition  and  often  causes  marked  psychic 
disturbance.      Many  cases  of  varicocele  require  operation  for 
the   salutary   mental  effect  rather  than  the  pathologic  need. 
The   cause   of   varicocele   has   received   various  explanations, 
most   of   which    are   mechanical,    such    as   the    great    length 
and   tortuosity   of   the  spermatic   veins  and   their  imperfect 
valves;  the  greater  frequency  of  varicocele  on  the  left  side, 
due  to  the  fact  that  the  left  spermatic  vein  enters  the  renal 
vein  at  a  right  angle,  the  right  vein  enters  the  vena  cava  ob- 
liquely; pressure  of  the  sigmoid  on  the  left  vein  in  cases  of 
constipation ;  compression  of  the  veins  in  the  inguinal  canal  by 
the  contraction  of  the  abdominal  muscles.     It  will  be  noted 
that  all  of  these  causes  are  predisposing,  none  are  final. 
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It  is  a  significant  fact  that  varicocele  always  occurs  after 
puberty  (from  the  fourteenth  to  the  twenty-fifth  year)  and 
diminishes  with  age,  evidently,  therefore,  an  affection  of  puberty, 
a  time  when  a  profound  change  is  l)eing  wrought  through  a  pro- 
found congestion  of  the  sexual  organs. 

The  real  cause  of  varicocele  is  the  pubescent  congestion,  asso- 
dated  vnth  congenital  weakness  of  the  walls  of  the  veins. 

The  affections  of  the  testicle  and  epididymis  must  be 
differentiated  by  an  accurate  knowledge  of  their  anatomic 
relations  (see  page  537)  and  the  possibility  of  inversion  of 
the  testicle  (displacement  of  the  epididymis)  be  kept  in  mind. 
The  testicle  is  easily  recognized  by  its  firm,  smooth,  elastic 
feel,  and  the  peculiar  sickening  pain  produced  when  the  testicle 
is  compressed.  All  of  these  normal  characteristics  are  modified 
by  disease.  The  epididymis,  when  enlarged,  forms  a  crescentic 
swelling  which  is  folded  about  the  testicle.  As  a  rule,  syphilis 
and  mumps  affect  the  testicle;  tuberculosis  and  gonorrhea, 
the  epididymis.  Tubercular  affections  localize  in  the  head, 
gonorrhea,  by  preference,  in  the  tail  of  the  epididymis. 

Tumors  of  the  Testis. — In  addition  to  the  inflammatory 
enlargements  the  testicle  is  most  frequently  the  site  of  sarcoma, 
especially  in  connection  with  undescended  testicle.  Carcinoma 
of  the  testicle  is  rare.  It  extends  by  way  of  its  lymphatics  to 
the  lumbar  glands  and  involvement  of  the  inguinal  glands 
occurs  only  when  the  scrotum  is  involved.  The  testicle  is 
rarely  the  seat  of  chondroma,  which  shows  a  strong  tendency  to 
imdergo  sarcomatous  degeneration. 


CHAPTER  XXIV 

THE  FEMALE  PERINEUM  AND  ITS  ADNEXA 

There  are  many  points  of  similarity  in  the  male  and  female 
perineum  which  should  be  noted  before  considering  the  special 
points  of  difference.  For  example,  in  its  situation,  its  form, 
and  structure  it  is  essentially  the  same.  The  apparent  differ- 
ence  is  seen  in  the  external  organs  of  generation,  and  yet  these 
are  really  analogous,  but  in  a  reduced  form.  Thus,  the  scrotum 
and  penis  of  the  male  are  typified  in  the  labia  majora  and 
clitoris  of  the  female.  The  real  difference  consists  in  the  per- 
foration of  the  perineal  structures  by  the  vulvovaginal  passage 
and  the  readjustment  of  the  parts  made  necessary  by  this 
modification. 

As  in  the  male,  the  lozenge-shaped  perineum  is  divided  by 
a  transverse  line  l)etween  the  two  ischial  tuberosities  into  an 
anterior  and  posterior  triangle,  so  in  the  female  the  same  line 
of  division  is  applicable.  The  female  perineum  is,  therefore. 
divided  into  an  anterior  and  posterior  triangle. 

The  posterior  or  vaginorectal  triangle  forms  the  "perineal 
hodii'^  which  fills  the  space  between  the  low^er  part  of  the  vagina 
and  rectum.  It  is  bounded  in  front  by  the  vulvovaginal  wall, 
l>ehind  by  the  anterior  rectal  wall,  and  below  by  the  skin  cover- 
ing the  space  l^etween  the  anus  and  vagina.  It  is  structurally 
unique  lx5c?,use  of  its  strong  connective  tissue  intermingled  with 
fibers  of  clastic  tissue  and  the  muscles  which  meet  at  the 
central  point  of  the  perineum.  It  thus  combines  strength  with 
elasticity  which  admirably  adapts  it  for  the  remarkable  stretch- 
ing which  it  undergoes  in  the  passage  of  the  child's  head  during 
parturition. 

The  perineal  body  is  of  great  surgical  interest  because  of 
the  lacerations  which  occur  during  labor.  If  its  elasticity  is 
insufficient,  or  if  the  expulsive  force  \ye  suddenly  applied,  the 
structures  yield,  and  laceration  of  the  perineum  follo\^^.  When 
the  rupture  does  not  involve  the  anus  it  is  an  incomplete  lacer- 
ation of  the  perineum;  when  the  vagina  and  rectum  commu- 
nicate it  IS  termed  a  complete  laceration  of  the  perineum. 
Lacerations  of  the  perineum  are  grave,  not  alone  because  of 
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the  immediate  results,  but  because  of  the  relaxation  of  the 
pelvic  outlet,  the  lack  of  proper  support  for  the  intrapehic 
organs,  and  its  important  bearing  upon  the  pathology  of 
prolapsus  uteri. 

The  anterior  or  urogenital  triangle,  of  which  the  apex  is  at 
the  symphysis  pubis,  the  base  formed  by  the  transverse  line 
between  the  ischial  tuberosities,  and  the  sides  by  the  ischio- 
pubic  rami,  differs  essentially  on  the  surface  from  that  of  the 
male.  It  presents  a  longitudinal  fissure — the  vulva — on  either 
side  of  which  are  folds  of  integument  called  labia,  and  into  this 
fissure  open  the  urinary  and  genital  canals.  If,  however,  the 
anterior  perineum  of  the  male  and  female  be  compared,  they 
present  many  points  in  common,  viz.:  the  floor  of  the  space 
is  formed  by  the  triangular  ligament,  which  is  traversed  by  the 
urogenital  canal.  In  the  male  these  two  canals,  urethral  and 
spermatic,  are  fused  into  one;  in  the  female  they  remain  sepa- 
rate, the  urethra  in  front  and  the  vagina  behind.  The  median 
cleft  represented  by  the  vagina  divides  the  bulb  and  the  bulbo- 
cavemosi  muscles  into  two  halves,  represented  by  the  bulbi 
vestibuli  and  the  sphincter  vaginae  muscles,  while  the  corpora 
cavernosa,  the  ischiocavemosi,  and  the  transverse  perinei 
muscles  differ  only  in  that  they  are  reduced  in  size  (Woolsey). 

The  Female  External  Genitals  (Fig.  277).— The  vulva  is 
the  longitudinal  cleft,  with  its  surrounding  parts,  which  extends 
from  the  pubis  to  within  a  short  distance  of  the  anus.  Above 
and  in  front  of  the  pubis  is  an  accumulation  of  fatty  tissue 
beneath  the  integument  which  forms  the  rnons  veneris  and 
becomes  covered  with  hair  at  the  time  of  puberty.  The  vulva 
is  really  a  region  which  includes  all  the  external  female  genitals. 

The  labia  majora  are  two  thick  folds  of  skin,  containing  fat, 
which  extend  from  the  mons  veneris  backward,  on  each  side 
of  the  vulva,  and  gradually  diminishing  in  thickness,  blend  with 
the  perineum  about  1  in.  above  the  anus.  In  front  they  join 
beneath  the  mons  veneris  and  form  the  anterior  commissure; 
behind  they  form  with  the  intervening  skin  the  posterior  com- 
misi<urc  or  fourchette.  Between  the  fourchette  and  the  hymen 
is  a  depression — the  fossa  navieularis. 

The  labia  majora  represent  the  lateral  halves  of  the  scrotum 
and  contain  fat,  vessels,  and  dartos.  Their  inner  surface 
resembles  mucous  membrane  and  is  provided  with  sebaceous 
and  sweat-glands.  The  round  ligaments  terminate  in  the  labia 
majora;  hence,  an  inguinal  hernia  may  present  in  the  labia  or 
a  cyst  may  form  in  the  canal  of  Nuck  analogous  to  hydrocele. 
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The  labia  minora  are  two  thin  cutaneous  folds  about  IJ  in. 
loiig,  siiuated  within  the  labia  majora,  extending  from  the 
cliloriH,  over  whifh  they  unite  to  form  the  prepuce  of  the 
clitoris,  and  blending  below  with  the  inner  surface  of  the  labia 
majora.     They  contain  no  fat,  but  are  composed  mainly  of 


i 


vascular  tissue;  on  their  inner  surface  are  a  numljer  of  seba- 
reoua  glands. 

The  size  of  the  labia  minora  varies  in  different  subjects;  when 
they  are  especially  redundant  and  project  outside  the  vulva, 
it  is  said  to  be  a  sign  of  masturbation. 

The  clitoris,  in  form  and  structure,  resembles  the  penis  on 
a  small  scale.     Like  the  penis,  it  consists  of  two  corpora  caver- 
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nosa  which  join  to  form  a  body  about  lA  in.  long,  attached  by 
a  suspensory  ligament  to  the  symphysis  pubis  and  surmounted 
by  a  glans  covered  by  a  prepuce.  The  glans  is  represented  by 
a  small  rounded  tubercle,  situated  just  below  the  junction  of 
the  labia  minora. 

The  hymen  is  a  membranous  diaphragm  which  incompletely 
closes  the  vaginal  orifice.  It  varies  in  form,  but  is  usually 
represented  by  a  membranous  ring  with  an  opening  sufiicient 
to  permit  the  vaginal  secretions  to  escape.  Occasionally,  the 
membranous  ring  is  completely  closed  (imperforate  hymen) y  so 
that  at  the  time  of  menstruation  the  secretions  are  retained  and 
accumulate  in  the  vagina,  making  it  necessarj'  to  incise  the 
membrane  to  permit  their  discharge.  It  is  well  to  remember 
that  the  hymen  may  be  absent  or  it  may  persist  after  copu- 
lation; hence,  it  cannot  l)e  regarded  as  a  sign  of  virginity. 

After  the  hymen  has  been  ruptured  its  situation  is  marked 
by  small,  rounded  elevations  known  as  caruncul<B  mijrtiformes. 

The  vaginal  bulbs  (bulbus  vestibuli)  are  two  oblong 
masses  of  erectile  tissue  situated  on  either  side  of  the  vaginal 
orifice.  They  are  the  homologues  of  the  bulb  of  the  urethra 
in  the  male,  which  has  been  split  into  halves  by  the  interposition 
of  the  vaginal  canal.  They  extend  on  either  side  of  the  ves- 
tibule below  the  sphincter  vaginse  muscle,  to  a  point  below 
the  clitoris,  where  they  are  connected  by  the  pars  intermedia. 
Rupture  of  the  bulb  may  occur  during  parturition  and  give 
rise  to  the  formation  of  a  large  hematoma. 

The  Vulvovaginal  Glands  (Glands  of  Bartholin).— These 
homologues  of  Cowper's  glands  are  situated  one  on  each  side 
of  the  lower  part  of  the  vagina.  They  are  about  the  size  of 
a  Ijean,  and  their  excretory  ducts,  about  |  in.  long,  open  just 
oustide  of  the  vaginal  orifice  near  the  base  of  the  labia  minora. 

In  cases  of  gonorrhea  secondary  infection  of  these  glands 
is  very  frequent.     They  may  also  \ye  the  site  of  cysts. 
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CHAPTER  XXV 
THE  SPINAL  COLUMN  AND  ITS  CONTENTS 

In  examining  the  back  it  will  be  observed  that  there  is  a  well- 
marked  median  furrow,  bounded  on  either  side  by  muscular 
masses,  formed  by  the  trapezius  muscles  in  the  cervical  region, 
and  by  the  erector  spina?  muscles  in  the  dorsal  and  lumbar 
regions.  At  the  bottom  of  this  groove  may  be  felt  the  spines 
of  the  vertebrae.  The  first  and  most  conspicuously  palpable 
is  the  spine  of  the  seventh  cervical  vertebra  {vertebra  prominens) . 
This  forms  a  convenient  point  from  which  to  count  the  spines. 
In  addition  to  this  there  are  several  important  landmarks  by 
which  certain  of  the  vertebrae  may  be  readily  identified.  The 
third  dorsal  spine  corresponds  to  the  root  of  the  spine  of  the 
scapula;  the  seventh  dorsal  spine  corresponds  to  the  inferior 
angle  of  the  scapula;  the  fourth  lumbar  spine  is  on  a  level 
with  the  highest  point  of  the  iliac  crest.  The  termination  of 
the  cord  in  the  adult  is  at  the  lower  border  of  the  first  lumbar 
vertebra,  the  dural  sac  opposite  the  body  of  the  third  sacral; 
in  the  child  the  points  of  termination  are  the  third  lumbar 
and  third  sacral,  respectively.  Hence,  in  lumbar  puncture  for 
diagnostic  or  therapeutic  purposes,  or  as  a  preliminary  in  spinal 
anesthesia,  it  is  safe  to  puncture  the  third  lumbar  interspace, 
which  is  just  above  a  transverse  line  connecting  the  highest 
points  of  the  iliac  crest  (see  page  364). 

The  spine  supports  and  connects  the  three  important  cavities 
of  the  body:  the  cranial,  the  thoracic,  and  the  abdomino- 
pelvic.  It  is  composed  of  a  series  of  osseous  segments,  between 
which  are  interposed  fibrocartilaginous  disks,  while  all  are 
bound  firmly  together  by  strong  ligaments.  There  is  thus 
formed  a  flexihlo  column  combining  mobility  and  strength,  the 
chief  characteristic  of  which  is  to  l)end  without  breaking.     In 
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addition  to  this  it  forms  a  canal  for  lodging  and  protecting 
the  spinal  cord,  furnishing  outlets  at  regular  intervals,  through 
which  the  spinal  nerves  emerge. 

Clinicallyj  therefoTCj  the  spine  is  a  flexible  bony  tube  which 
lodges  the  spinal  cord. 

The  Intervertebral  Fibrocartilage. — ^The  fibrocartilag- 
inous disks  placed  between  the  bodies  of  the  vertebrae  play 
an  important  part  in  the  mechanism  of  the  spine. 

(a)  They  form  a  powerful  means  of  union ;  so  firmly  are  they 
attached  that  in  indirect  fractures  of  the  spine  the  bony  tissue 
gives  w^ay  before  the  ligamentous. 

(b)  They  form  elastic  cushions  l)etween  the  bodies  of  the 
vertebrae  which  act  as  buffers  in  modifying  the  effects  of  shock. 

(c)  They  impart  mobility  to  the  spine  without  compromising 
its  strength. 

It  will  be  noted  that  their  peripheral  portion  is  fibrous,  their 
central  portion  pulpy  and  elastic;  thus,  they  are  flattened  by 
the  erect  attitude  and  a  person  is  actually  taller  in  the  morning 
than  at  night  by  A  in.  Again  they  are  most  developed  where 
the  most  movement  is  found — observe  their  thickness  in  the 
cervical  and  lumbar  regions;  not  only  do  they  vary  in 
thickness  in  different  regions,  but  in  different  parts  of  the 
same  disk.  In  the  cervical  and  lumbar  regions  they  are  thicker 
in  front,  in  the  dorsal  region,  behind;  thus,  it  will  be  seen  that 
the  curves  of  the  spine  are  due  to  the  difference  in  thickness 
of  these  bodies  rather  than  difference  in  the  bodies  of  the 
vertebrae  themselves. 

Movements  of  the  Spine. — As  Holden  observes,  though 
little  movement  is  permitted  between  any  two  vertebrae  (the 
atlas  and  axis  excepted),  yet  the  collective  motion  between 
them  all  is  considerable.  The  movements  of  the  spine  are 
flexion,  extension,  lateral  flexion,  and  a  slight  degree  of  rotation. 

The  greatest  mobility  is  found  in  the  cervical  and  lumbar 
regions,  the  least  in  the  dorsal  region,  where  it  is  almost  nil. 
The  two  points  of  greatest  mobility  are  above,  at  the  junction 
of  the  cervical  and  dorsal  segments,  and  below,  at  the  junction 
of  the  dorsal  and  lumbar  segments. 

The  Physiologic  Curves  of  the  Spine. — At  birth  the 
spinal  column  is  straight,  but  when  the  child  begins  to  sit  up, 
the  weight  of  the  head  causes  the  back  to  bend  and  a  primitive 
spinal  curve  with  the  convexity  backward  is  produced;  when, 
however  the  child  begins  to  walk,  the  effort  to  maintain 
equilibrium  brings  into  play  the  muscles  which  act  to  produce 
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compensatory  curves,  and  thus  is  produced  the  normal  contour, 
which  consists  of  a  long  curve  in  the  dorsal  region  with  its 
convexity  backward,  and  the  two  compen- 
satory curves  in  the  cervical  and  lumbar 
regions  with  the  convexity  forward  (Fig. 
278).  These  curves  vary  greatly  within 
physiologic  limits  and  are  modified  by  habit, 
occupation,  and  sex. 

In  the  normal  individual  there  may  also 
be  a  slight  lateral  deviation  from  the  median 
line  in  the  dorsal  region  with  the  convexitj' 
to  the  right.  This  is  due  to  the  greater  use 
of  the  right  arm  than  the  left.  When  the 
right  arm  carries  the  weight,  the  trunk  is 
inclined  to  the  left  to  maintain  equilibrium. 
This  lateral  curvature  is  also  exaggerated 
by  habit  and  occupation. 

Kyphosis  refers  to  a  curvature  of  the 
spine  with  the  convexity  backward.  This 
condition  may  be  simply  the  normal  cur\'e 
increased  to  an  unusual  degree,  as  seen  in 
the  round  shoulders  of  growing  children 
and  laborers  whose  work  compels  them  to 
assume  a  stooping  attitude;  or  it  may  be 
a  curve  dependent  upon  pathologic  pro- 
cesses, as  observed  in  Pott's  disease,  infan- 
tile paralysis,  rickets,  etc. 

Lordosis  refers  to  a  curvature  of  the  spine 
with  the  convexity  forward,  most  frequently 
seen  in  the  lumbar  region.  Here,  again,  the 
condition  may  be  simply  the  normal  curve 
increased  to  an  unusual  degree,  as  seen  in 
pregnant  women,  people  with  fatty  abdo- 
mens, or  abdominal  tumors;  or  it  may  de- 
pend upon  pathologic  processes,  as  observed 
in  hip  disease,  rickets,  etc. 

Scoliosis  refers  to  a  lateral  curvature  of 
the  spine.     As   Brailford   and   Lovett  ob- 
serve, it  should  be  distinctly  borne  in  mind 
^coMiM~TSfN^'BM'L     """^   lateral   curvature  is  not  a  disease  in 
comwE,'..N-DC.,vKHE     any  true  sense  of  the  word,  but  adistortioa 

of  growth. 
General  Characteristics  of    the  Vertebrae.— The  thirty- 
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three  vertebrae  composing  the  spinal  column  are  superimposed 
segments  which,  though  essentially  homologous,  differ  in  cer- 
tain characteristic  details. 

It  will  be  noted  that  certain  of  the  vertebrae  at  the  lower 
part  of  the  colunm  have  fused  together,  forming  separate  bones, 
as  seen  in  the  sacrum  and  coccyx  (the  iixed  vertebrce);  the 
remaining  vertebrae  are  the  true  or  movable  vertebrce.  They 
are  subdivided  into  groups,  according  to  their  location,  as 
follows:  seven  cervical,  twelve  dorsal,  five  lumbar,  five  sacral, 
and  four  coccygeal. 

Points  in  Common. — ^The  typical  vertebra  consists  of  a  bony 
mass  in  front — the  body — and  a  bony  ring  behind — the  arch. 
The  superimposed  bodies  form  the  supporting  column  of  the 
spine,  the  superimposed  arches  form  the  spinal  canal  which 
lodges  the  spinal  cord. 

Two  bony  bridges — the  pedicles — connect  the  arch  with  the 
bodies.  From  the  arch,  posteriorly,  project  the  spinous  processes; 
laterally,  the  transverse  processes.  The  parts  of  the  arch  between 
the  spinous  and  transverse  processes  are  the  lamince.  Above 
and  below  the  pedicles  are  notches  which  form  apertures  when 
the  vertebrae  are  articulated  and  constitute  the  intervertebral 
foramina  for  the  passage  of  the  spinal  nerves. 

Points  of  Difference. — ^The  cervical  vertebrae  are  smaller 
than  those  in  other  segments  of  the  spine  and  their  distinc- 
tive characteristic  is  the  foramen  in  the  transverse  process  for 
the  passage  of  the  vertebral  artery. 

The  dorsal  vertebrae  are  larger  than  the  cervical  vertebrae 
and  increase  in  size  as  they  approach  the  lumbar  region.  The 
laminae  overlap,  and  the  spinous  processes  slope  obliquely 
downward.  Their  distinctive  feature  is  the  facet  or  half- 
facet  on  the  sides  of  the  body  for  the  articulation  with  the  head 
of  the  rib. 

The  lumbar  vertebrae  are  massive  in  structure;  their  spinous 
processes  are  thick  and  horizontal  in  direction.  They  are 
distinguished  by  their  size  and  the  absence  of  the  character- 
istic points  which  mark  the  cervical  and  dorsal  vertebrae. 

Atypical  Vertebrae. — ^The  first  two  cervical  vertebrae,  the 
atlas  and  arisy  present  a  marked  deviation  from  the  general 
type.  The  modification  of  these  vertebrae  has  for  its  evident 
aim  a  connection  between  the  head  and  spine  which  combines 
the  firmest  union  with  the  freest  movement.  To  secure  this 
the  axis  and  atlas  are  so  constructed  that  they  not  only  artic- 
ulate between  themselves,  but  both  are  united  with  the  occiput. 
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Observe  how  this  is  attained — the  atlas  or  first  cervical 
vertebra  has  neither  a  body  nor  spinous  process.  It  is  in  the 
form  of  a  ring;  its  body  has  become  detacht,d  and  united  to 
the  axis  as  its  odontoid  process.  The  lateral  masses  (the 
extraordinary  development  on  the  sides)  present  on  their  upper 
surface  articular  processes  for  the  condyles  of  the  occiput; 
thus  a  joint  is  formed  which  permits  of  the  nodding  move- 
ments of  the  head.  On  the  under  surface  of  the  lateral  masses 
are  facets  for  articulation  with  the  axis  w^hich  permit  the  head 
to  rotate. 

The  axiSf  or  second  cervical  vertebra,  is  distinguished  by 
the  odontoid  process,  a  large  tooth-like  process  which  surmounts 
the  upper  surface  of  the  body  and  forms  a  pivot  on  which  the 
atlas  rotates.  This  process  in  front  articulates  with  the  atlas; 
behind,  at  its  base,  is  a  constriction  which  receives  the  trans- 
verse ligament,  a  strong  band  which  forms  with  the  anterior 
arch  of  the  atlas  an  osseofibrous  collar  tightly  embracing  the 
neck  of  the  odontoid  process  and  holding  it  firmly  in  place. 
It  is  the  rupture  of  this  ligament  and  the  subsequent  dislo- 
cation, whereby  the  odontoid  process  impinges  on  the  medulla 
oblongata,  that  produces  death  in  cases  of  hanging.  In 
high  cervical  caries  this  ligament  may  undergo  softening  and 
sudden  death  result. 

From  the  tip  of  the  odontoid  process  the  two  check  ligaments 
pass  to  the  inner  sides  of  the  occipital  condyles.  As  their 
name  suggests,  they  serve  to  limit  rotation  of  the  head. 

The  spinal  canal  occupies  the  entire  length  of  the  vertebral 
column  and  contains  the  spinal  cord  and  its  membranes, 
the  cerebrospinal  fluid,  connective  tissue,  and  vessels.  It  is 
bounded  in  front  by  the  posterior  surface  of  the  bodies  of  the 
vertebra),  covered  by  the  posterior  common  ligament;  on  the 
sides  are  the  pedicles  of  the  vertebrae  and  the  intervertebral 
foramina,  through  which  the  spinal  nerves  emerge;  behind,  it 
is  closed  by  the  lamina  and  the  ligamenta  suhflava,  which  are 
interposed  between  the  laminae  from  the  axis  to  the  sacrum. 
Observe  that  in  the  dorsal  region  the  laminie  overlap  and  thus 
afford  an  excellent  protection  to  that  part  of  the  cord  which 
is  most  exposed  to  injury  because  of  its  nearness  to  the  surface; 
in  the  cervical  and  lumbar  region  the  laminae  are  separated  by 
intervals,  rendering  the  cord  more  liable  to  injury  from  punc- 
tured wounds.  The  width  of  the  canal  is  much  larger  than  the 
volume  of  the  cord;  thus  deviation  of  the  spine,  and  even  frac- 
tures and  dislocations  can  exist  without  causing  compression. 
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The  width  varies  with  the  mobility  of  the  region;  in  the  neck 
and  loins  it  is  w^ide  and  triangular,  in  the  back,  where  motion  is 
limited,  it  is  narrower  and  circular. 

Between  the  walls  of  the  spinal  canal  and  the  investing 
membrane  of  the  cord  is  a  space — the  epidural  space — filled 
with  a  mass  of  cellular  tissue  and  a  plexus  of  veins  (like  the 
cranial  sinuses)  which  communicate  with  the  veins  of  the 
bodies  of  the  vertebrae  (similar  to  the  diploic  veins)  and  in 
turn  with  the  extraspinal  veins.  Note  the  analogy  here  to 
the  venous  circulation  of  the  cranium. 

The  Spinal  Cord  and  Its  Membranes, — ^The  spinal  cord 
is  an  elongated  cylindric  structure  contained  in  the  spinal 
canal,  which  it  occupies,  but  does  not  fill.  It  is  about  18  in. 
long  and  extends  from  the  atlas  to  the  lower  border  of  the 
body  of  the  first  lumbar  vertebra,  where  it  breaks  up  into 
the  Cauda  equina.  It  is  suspended  in  the  spinal  canal,  but  it 
is  firmly  fixed  by  the  ligamenta  denticulatay  which  pass  from 
the  cord  to  the  inner  surface  of  the  dura.  It  lies  nearer  the 
anterior  than  the  posterior  surface  of  the  canal.  In  the  fetus 
the  cord  extends  to  the  bottom  of  the  sacral  canal,  but  its 
growth  does  not  keep  pace  with  the  bony  canal,  and  at  birth 
the  cord  extends  to  the  third  lumbar  vertebra,  and  in  the 
adult,  as  noted,  to  the  first  lumbar  vertebra. 

The  cord  is  not  of  uniform  diameter  throughout;  it  presents 
two  enlargements:  a  cervical  enlargement,  w^hich  extends  from 
the  third  cervical  to  the  first  dorsal  vertebra  and  corresponds 
with  the  origin  of  the  brachial  plexus,  and  a  lumbar  enlarge ment, 
situated  opposite  the  last  two  or  three  dorsal  vertebrae,  and 
corresponds  with  the  origin  of  the  lumbar  and  sacral  plexuses. 

The  membranes  of  the  cord  are  similar  to  those  of  the  brain, 
of  which  they  are  a  continuation. 

The  dura  mater  is  a  tough,  fibrous  meml)rane  which  begins 
at  the  foramen  magnum,  to  the  margins  of  w^hich  it  is  firmly 
attached,  and  terminates  at  the  base  of  the  coccyx,  where  it 
becomes  continuous  with  the  periosteum.  It  thus  forms  a  long 
fibrous  sac  which  completely  envelops  and  protects  the  cord. 
The  dura  is  pierced  laterally  by  the  spinal  nerves,  ensheathing 
them  with  tubular  prolongations  which  extend  as  far  as  the 
intervertebral  foramina,  where  it  blends  with  the  periosteum. 

The  dura  mater  is  attached  to  the  cord  on  each  side  by 
a  series  of  fibrous  bands  (the  ligamenta  denticulata)  whose 
function  is  to  steady  and  support  it. 

Note  the  points  of  difference  in  the  dura  mater  of  the  cord 
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as  compared  with  that  of  the  brain.  It  does  not  form  an 
internal  periosteum  for  the  walls  of  the  spinal  canal.  It  does 
not  send  in  partitions  to  support  the  cord,  as  seen  in  the  faix 
cerebri  and  eerebelli.  It  does  not  split  to  form  venous  sinuses. 
It  contains  no  Pacchionian  bodies. 

The  arachnoid  membrane,  like  the  cranial  arachnoid,  is  in 
contact  with  the  internal  surface  of  the  dura  mater  and  is 
loosely  connected  with  the  pia  mater  by  delicate  connective 
tissue.  The  interval  between  the  arachnoid  and  the  pia  is 
the  svbarachnoid  space,  containing  the  cerebrospinal  fluid, 
which  communicates  with  that  of  the  brain  through  an  opening 
in  the  floor  of  the  fourth  ventricle — the  foramen  of  Magendie. 
As  before  noted,  the  arachnoid  is  the  membrane  of  adjustment 
which  plays  the  r61e  of  a  water-bed  for  the  brain  and  cord. 

The  intercommunication  of  the  cerebrospinal  fluid  of  the 
brain  and  cord  is  well  demonstrated  in  the  case  of  a  spina 
bifida;  pressure  on  the  tumor  causes  fluctuation  to  be  felt  over 
the  anterior  fontanel;  drainage  of  the  fluid  from  a  spina  biflda 
affects  the  brain  by  suddenly  depriving  it  of  its  support  and 
fatal  convulsions  occur;  in  lumbar  puncture  the  same  result 
may  follow  if  too  large  a  quantity  of  fluid  be  withdrawn.  The 
diagnostic  value  of  an  examination  of  this  fluid  in  inflammatory"- 
conditions  of  the  brain  and  cord  is  evident. 

The  pia  mater  of  the  cord  differs  from  the  pia  of  the  brain  in 
that  it  forms  a  thick,  fibrous,  rather  than  a  thin,  vascular,  mem- 
brane. It  is  intimately  attached  to  the  cord,  sending  pro- 
longations into  the  anterior  and  posterior  median  fissures  and 
forming  an  investment  for  the  spinal  nerves.  Below  the 
second  lumbar  vertebra  it  is  continued  down  as  a  slender 
cord  (the  filinn  terminale)^  which  occupies  the  middle  of  the 
bundle  of  nerves  forming  the  cauda  equina  and  at  the  third 
sacral  vertebra  blends  with  the  dura  mater.  Externally, 
the  pia  furnishes  a  series  of  important  prolongations  (the 
ligamenta  denticulata)  wliich  are  attached  to  the  dura  mater 
and  serve  to  steady  and  support  the  cord. 

Structure  of  the  Cord  (Fig.  279). — Externally,  the  surface 
of  the  cord  shows  a  number  of  fissures  or  grooves,  extending 
along  its  entire  length.  The  ayxterior  and  posterior  fissure 
incompletely  divide  the  cord  into  two  symmetric  halves.  At 
the  sides,  where  the  anterior  and  posterior  roots  of  the  spinal 
nerves  emerge,  are  the  anterolateral  and  posterolateral  grooves: 
the  former  hut  verv  indistinct,  the  latter  well-marked.  On 
transverse  section  the  structure  of  the  cord  is  plainly  shown. 
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It  will  be  seen  that  it  consists  of  vhiie 
envelops  an   H-shaped  central 
(Deaver).    The  gray  mat- 
ter   is    arranged    in    the 
form     of     two    crescent- 
shaped  masses   placed   in 
each    lateral    half   of   the 
cord  and  connected  by  i 
transverse  band — the  gray 
commissure.    The  extremi-  I 
ties  of  the  crescentic  masses  ' 
are  known  as  the  horns.     \ 
The  anUrior  horn  is  short 
and   thick,   but   does  not 
extend  to  the  surface;  it 
sends  out  numerous  nerve 
fibers  to  form  the  anterior 
roots  of  the  spinal  nerves. 
The  posterior  horn  is  long 

and  slender  and  extends  to  the  posterolateral  groove,  where  it 
^ves  origin  to  the  posterior  roots  of  the  spinal  nerves.  Between 
the  gray  commissure  and  the  bottom  of  the  anterior  fissure  is  an 
intervening  strip  of  white  substance  termed  the  white  commissure. 
The  Conduction  Paths  of  the  Cord  (Fig.  280). — In  the 
white  substance  of  the  cord  have  l)een  found  certain  well- 
defined  columns  or  tracts,  each  endowed  with  special  fimction. 
In  order  to  understand  the  topography  of  these  tracts  each 
half  of  the  cord  is  naturally  divided  into  three  areas  by  the 
anterior  and  posterior  horns  of  gruj'  matter,  and  these  three 
areas  subdivided  as  follows: 

■  '■<-'""—{£?,  °.!gr"i.d„ 

(  Direct  pvriiniiilal  tract 

t  of  Tdrck). 
(  CrosBei!  pyramiilal  tract. 


2.  Anterior  area   - 


3.  Laterals] 


The  remaining  anterolateral  area  is  occupied  by  the  antero- 
lateral ground  bundle. 

The  ■postero-inlernal  tract  (tract  of  Cioll)  consists  of  ascending 
fibers  derived  from  the  posterior  roots  of  the  nerves,  which 
traverse  the  entire  extent  of  the  cord.  It  conveys  sensory 
impressions  from  the  lower  extremity. 

The   postero-external   tract    {tract    of   Burdach)    consists   of 
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ascending  fibers  derived  from  the  poslerior  roots  of  the  nerves. 
It  extends  from  the  lower  dorsal  segment  and  conveys  sensory  | 
impressions  from  the  trunk  and  upper  extremity. 

The  direct  piframiHal  tract  (tract  of  Tiirtk)  consists  of  descend- 
ing fibers  wliich  extend  only  as  fav  as  the  first  tlorsal  segment 
of  the  cord.    The  fibers  do  not  decussate  in  the  medulla,  but 
cross  suljsequently  at  or  near  the  levels  of  their  destination.   ' 
It  conveys  motor  impulses  to  the  upper  extremity  only. 

The  crossed  pip-amidai  tract  consists  of  descending  libera 
which  decussate  in  the  medidia  and  extend  the  entire  length 
of  the  cord.     Its  fibers  arise  in  the  motor  area  of  the  cortex 


) 


on  the  side  opposite  to  that  of  their  ultimate  distribution  in  the 
spinal  cord.  The  impulses  conveyed  by  this  tract  are  concerned 
in  the  voluntary  control  of  the  muscles  in  the  lower  extremity 
and  trunk. 

The  direct  cerebellar  tract  consists  of  ascending  fibers  which 
start  ill  the  column  on  the  opposite  side  of  the  lumbosacral 
region.  It  conveys  those  sensory  impulses  to  the  cerebellum 
which  have  to  do  with  the  maintenance  of  equilibrium. 

The  anterolateral  ascending  tract  (Ciowers'  tract)  consists  of 
ascending  fibers  which  start  in  the  upper  lumbar,  all  of  the 
dorsal,  and  all  the  cervical  regions,  and  has  the  same  function 
as  the  direct  cerebellar  tract,  but  for  the  trunk  and  arms. 
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The  anterolateral  ground  bundle  comprises  the  remainder  of 
the  anterolateral  tract.  Recent  investigation  shows  that  it 
contains  numerous  discrete  tracts,  some  ascending  and  some 
descending,  but  there  are  many  points  which  are  not,  as  yet, 
definitely  determined. 

The  Spinal  Nerves. — ^Thirty-one  pairs  of  spinal  nerves 
arise  from  the  spinal  cord  as  follows:  eight  cervical,  twelve 
dorsal,  five  lumbar,  five  sacral,  and  one  coccygeal.  Each 
nerve  arises  by  two  roots;    pt--  .  —  — - 

an  anterior  or  motor  root 
and  a  posterior  or  sensory 
root,  the  filaments  of  which 
pass  through  a  ganglion 
which  lies  in  the  interverte- 
bral foramen. 

Just  beyond  the  ganglion 
the  two  roots  unite  to  form 
the  nerve  trunk  (Fig.  281). 
Remember  that  the  nerve 
trunks  do  not  arise  from  the 
cord  on  a  level  with  the  for- 
amina through  which  they 
leave  the  spinal  canal;  the 
majority  arise  from  the  cord 
at  a  point  above  their  re- 
spective foramina  of  exit. 
Thus,  in  the  cervical  region 
the  origin  of  the  nerves  is 
nearly  on  a  level  with  their 
point  of  exit,  lower  down 
the  obliquity  and  length  of  ^ 

the  root  increases  so  that  pn^.  -.'si.— the  Fokvation  or  a  spis«l 
the  roots  of  the  lower  dorsal  nebve. 

nerves  are  at  least  a  vertebra  higher  than  the  foramina  through 
which  they  emerge  (Holden).  Since  the  cord  terminates  at 
the  first  lumbar  vertebra  it  must  be  evident  that  the  lumbar 
anil  sacral  nerves  run  vertically  downward  to  reach  their 
foramina  of  exit.  To  this  fact  is  due  the  formalion  of  the 
bundle  of  nerves  in  the  lower  part  of  the  spina!  canal  which 
constitutes  the  cavda  equina,  or  horse-tail. 

In  reference  to  the  points  oj  exit,  it  will  l>e  recalled  that  there 
are  eight  cervical  nerves  and  only  se\'en  cervical  vertebrae; 
the  first  cervical   nerve  passes  above  the  first  vertebra;  the 
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cervical  nerves,  therefore,  take  the  name  of  the  vertebra  above 
which  they  pass  out;  in  the  other  regions  they  are  named  after 
the  vertebra  below  which  they  exit. 

The  points  of  oriyin  of  the  nerve  roots,  with  reference  to  the 
vertebrwy  are  important  in  the  diagnosis  of  injury  to  the  cord  and 
to  the  nerves  in  the  spinal  canal.  The  following  is,  there- 
fore, quoted  from  Treves: 

The  first  cervical  nerves  arise  from  the  cord  opposite  the 
interval  between  the  atlas  and  occiput. 

The  second  and  third  cervical  nerves  arise  from  the  cord 
opposite  the  axis. 

The  fourth,  fifth,  sixth,  seventh,  and  eighth  cervical  nerves 
arise  from  the  cord  opposite  the  third,  fourth,  fifth,  sixth,  and 
seventh  vertebra?,  respectively. 

The  first  four  dorsal  nerves  arise  from  the  cord  opposite  the 
discs  below  the  seventh  cervi(*al  and  the  first,  second,  and  third 
dorsal  vertebne,  respectively. 

The  fifth  and  sixth  dorsal  nerves  arise  from  the  cord  opposite 
the  lower  borders  of  the  fourth  and  fifth  vertebrie. 

The  remaining  six  dorsal  nerves  arise  from  the  cord  oppo- 
site the  bodies  of  the  sixth,  seventh,  eighth,  ninth,  tenth,  and 
eleventh  vertebra\ 

The  first  three  lumbar  nerves  arise  from  the  cord  opposite 
the  twelfth  dorsal  vertel)ra. 

The  fourth  lumbar  nerve  arises  from  the  cord  opposite  the 
disc  between   the  twelfth  dorsal  and  first  lumbar  vertebrae. 

The  last  lumbar  nerve,  together  with  the  sacral  and  coccygeal 
nerves,  arises  from  the  cord  opposite  the  first  lumbar  vertebra. 
The  practical  application  of  the  above  facts  demonstrates 
that  a  fracture  at  the  level  of  the  twelfth  dorsal  vertebra  may 
cause  paralysis  of  the  sacral  plexus,  while  a  lesion  of  the  cord 
at  the  eleventh  dorsal  vertebra  would  cause  paralysis  of  the 
luml)ar  and  sacral  plexuses,  etc. 

Clinical  Considerations. — When  through  arrest  of  devel- 
opment the  spinal  canal  is  not  completely  closed,  an  osseous 
defect  remains,  known  as  spina  bifida,  found  most  frequently 
in  the  lumbar  and  sacral  regions  because  these  lamina  are 
ossified  last  (Fig.  282).  Through  this  osseous  defect  the 
contents  of  the  spinal  canal  protrude,  sometimes  involving 
only  the  membranes  {meningocele) ,  or  including  both  the  cord 
and  membranes  (mjelomeningocele) .  These  congenital  tumors 
occupy  the  exact  median  line  and  are  filled  with  cerebrospinal 
fluid;  hence,  when  the  child  cries  the  cerebral  fluid  is  forced 
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into  the  spinat  canal  and  the  tumor  becomes  tense;  on  the 
other  hand,  when  the  tumor  is  compressed,  the  cerebrospinal 
fluid  may  cause  cerebral  irritation  or  even  convulsions. 

Traumatic  Spine. — it  is  e\ident  that  the  spine  belongs  to 
that  class  of  joints  which  depend  for  their  support  upon  the 
surrounding  ligaments,  and  that  the  most  frequent  injury  which 
occurs  in  this  kind  of  joint  is  a  sprain.  Consider  again  that 
the  spine  represents  not  merely  one  joint,  but  multiple  joints, 
and  it  is  clear  that  an  injury,  which  in  other  parts  would  produce 
a  sprain  of  a  single  joint,  in  this  region  must  in  lesion  and 


symptomatology  be  multiplie<l  by  the  number  of  vertebral 
segments  involved. 

The  traumatic  spine  following  railroad  accidents  is  a  con- 
dition of  great  clinical  and  medicolegal  interest,  since  this 
lesion  presents  not  merely  local  symptoms,  but  a  complicated 
symptomatology,  which  clearly  indicates  that  not  only  the 
spinal  ligaments  have  been  sprained,  but  that  the  cord  itself 
is  in  some  way  implicated,  as  manifested  by  the  anesthesia, 
hyperesthesia,  excitability,  visual  disturbance,  and  changes  of 
reflexes,  etc.,  which  accompany  the  injury. 

Traumatic  spine  must  be  considered  as  a  two-fold  lesion; 
a  sprain  of  the  spinal  ligaments  associateti  with  a  concussion 
of  the  cord  which,  like  concus.sion  of  the  brain,  cannot  be 
iinatomically  defined;  but  since  it  presents  well-defined  symp- 
toms it  must  be  accorded  a  place  among  the  organic  lesions. 
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The  jarring  or  shaking  of  the  cord  causes  the  cells  to  undergo 
some  modification  which  we  do  not  know. 

Fractures  and  Dislocations  of  the  Spine. — ^The  multiple 
bony  segments  of  which  the  spine  is  composed,  and  their  firm, 
ligamentous  union,  indicate  that  fracture  without  dislocation 
of  the  spine,  or  the  reverse  condition,  is  exceedingly  rare.  As 
before  stated,  the  chief  characteristic  of  the  spine  is  to  bend 
without  breaking;  when,  therefore,  it  bends  to  the  point  of 
breaking  a  double  lesion  results.  In  the  cervical  region 
a  dislocation  may  occur  without  fracture,  but  in  other  regions 
they  do  not  occur  separately;  hence,  the  term  fracture  dislo- 
cation is  appropriately  applied  to  this  form  of  injury. 

Fracture  dislocation  is  the  result  of  direct  injury,  as  in  falling 
across  a  beam  or  rail;  or  indirectly,  by  a  heavy  weight  falling 
on  the  head  or  shoulders. 

The  parts  of  the  spine  where  the  maximum  injury  occurs  are 
at  the  points  of  maximum  movability,  viz.:  the  atlo-axiaj, 
the  cervicodorsal,  and  the  dorsolumbar. 

Fractures  of  the  spine,  like  fractures  of  the  skully  are  importanty 
not  beeause  of  injuri/  to  its  ivalls,  but  because  of  the  injury  to  its 
contents.  As  a  rule,  the  cord  is  compressed  or  it  ma}^  be 
incompletely  divided  by  the  upper  fragment  being  displaced 
forward  on  the  lower  fragment;  thus,  the  anterior  or  motor 
portion  of  the  cord  is  compressed  by  the  sharp  edge  of  the 
body  of  the  vertebra  below,  and  if  the  cord  l>e  not  completely 
crushed  motor  paralysis  only  occurs;  sensation  is  retained. 
It  is  necessary  to  clearly  understand  the  mechanism  of  frac- 
ture  dislocation  injuries  of  the  spine  to  see  the  reason  why  the 
removal  of  depressed  fragments  from  the  spine  (laminectorny) 
is  not  analogous  to  the  removal  of  depressed  bone  from  the 
skull,  and  the  consequent  less  encouraging  results  of  operative 
treatment. 

(a )  The  small  size  of  the  cord  predisposes  it  to  total  destruc- 
tion, not  local  injury,  and  though  the  depressed  fragment  he 
removed  the  damage  is  irreparable. 

(b)  The  compression  is  not  always  due  to  an  accessible 
fragment  of  bone,  but  to  the  body  of  the  vertebra  in  front  of 
the  cord,  which  is  inaccessible  to  the  operator. 

It  will  be  recalled  that  the  cord  proper  extends  only  as  far 
as  the  lower  border  of  the  body  of  the  first  lumbar  vertebra; 
when  the  injury  is  situated  l)elow  this  point,  the  cord  escapes 
and  the  nerves  of  the  cauda  equina  only  are  liable  to  l>e  injured. 

The  cord  may  suffer  compression  not  only  from  bone  frag- 
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ments,  but  from  the  pressure  of  a  blood-clot  (hematomyelia) ; 
compression  symptoms  will  be  manifest  by  motor  and  sensory 
paralysis,  as  well  as  changes  in  the  reflexes.  Diagnosis  of  the 
site  of  injury  must  be  based  on  the  resultant  paralyses,  the 
topography  of  the  cord,  and  the  points  of  origin  and  exit  of  the 
spinal  nerves. 

Pott's  disease  or  tubercular  caries  of  the  spine  usually 
affects  the  bodies  of  the  vertebrae  (most  frequently  the  dorso- 
lumbar  junction)  so  that  by  their  gradual  destruction  they 
fall  forward  and  produce  an  angular  projection  of  the  spine. 
The  anatomic  factors  in  the  construction  of  the  spine  suggest 
the  symptoms  which  accompany  the  disease.  The  normal 
mobility  of  the  spine  is  arrested  and  the  spine  is  immobilized  by 
the  tension  of  the  muscles;  hence,  the  sipriptoms  of  attitude. 
The  normal  curves  of  the  spine  are  affected  by  the  gradual 
sinking  in  of  the  softened  vertebrae;  hence,  the  distortion  of 
contour;  pressure  upon  the  spinal  nerves  causes  characteristic 
peripheral  pains  in  their  area  of  distribution;  note  the  "belly- 
ache" of  dorsal  caries.  Finally,  suppuration  may  occur  and 
the  pus,  finding  its  way  into  the  sheath  of  the  psoas,  present 
in  various  regions  distant  from  its  point  of  origin  (see  Psoas 
Abscess,  page  363).  It  is  interesting  to  note  how  the  cord 
accommodates  itself  to  the  slowly  progressive  pressure,  as 
seen  in  bone  disease,  but  is  itself  rarely  affected.  On  the 
other  hand,  when  the  disease  is  acute  and  the  change  in  contour 
rapid,  compression  occurs  and  paralysis  results. 

The  tumors  of  the  spinal  cord  are  similar  to  those  found  in 
connection  with  the  brain.  They  are  of  practical  interest  in 
the  compression  symptoms  which  they  manifest,  and  the 
possibility  of  diagnosing  their  position  with  the  hope  of  surgical 
relief;  the  latter  is  only  available  when  the  tumor  is  compres- 
sing the  cord  from  without  and  does  not  involve  the  cord  itself. 

36 
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THE  LOWER  EXTREMITY 


CHAPTER  XXVI 
SURFACE  ANATOMY 

The  function  of  the  lower  extremity  is  to  support  the  weight 
of  the  l)ody  and  provide  a  means  of  locomotion.  While  the 
upper  extremity  must  have  mobility  to  perform  its  functions, 
the  lower  extremity  must  have  solidity.  A  due  consideration 
of  tlie  function  of  the  extremity  is  the  guiding  principle  in  the 
treatment  of  fractures  and  affections  of  the  joints.  Hence, 
while  an<rular  ankylosis  is  the  most  serviceable  attitude  in 
the  upper  extremity,  the  straight  position  is  the  only  ank^iosis 
of  utility  in  the  lower  extremity.  Again,  shortening  in  the 
upper  extremity  is  of  little  consequence,  so  long  as  mobUity 
be  preserved.  In  the  lower  extremity  every  effort  should  be 
made  to  i>reserve  the  normal  length  of  the  two  limbs.  This 
is  of  jM-ime  importance  in  the  treatment  of  all  fractures  of  the 
lower  extremity. 

Surface  Markings  (Figs.  283  and  284). — Palpate  the  crest 
of  the  ilium,  which  forms  the  upper  boundary  of  this  region; 
follow  the  crest  to  its  anterior  termination  and  demonstrate 
the  anterior  sujnrior  spine.  At  its  posterior  termination  may 
be  felt  the  posterior  superior  spine,  which  lies  at  the  level  of 
the  second  sacral  spine  and  corresponds  to  the  center  of  the 
sacro-iliac  synchondrosis.  Relow  the  crest  and  laterally,  the 
great  troehanter  is  a  prominent  landmark,  which  in  fleshy  sub- 
jects is  indicated  by  a  slight  depression.  The  tuberosity  of  the 
isehiutn  forms,  with  its  fellow,  the  prominent  bony  support  in 
the  sitting  posture. 

Nelaton's  line  is  the  line  connecting  the  anterior  superior 
spine  with  the  tulx^rosity  of  the  ischium  (Fig.  285).  With 
the  parts  in  normal  position  this  line  touches  the  top  of  the 
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great  trochanter.  Note  the  importance  of  this  line  in 
diagnosis  of  fractures  of  the  neck  of  the  femur  and  in  disltx 
lions  uf  the  hip;  in  the  latt«r  conditions  the  trochanter 
above  the  line. 

Bryant's  Triangle  (see  Fig.  285). — ^The  patient  being  in 
the  recumljent  position,  drop  a  line  vertically  downward  from 
the  anterior  superior  spine;  from  the  same  point  draw  a  secondj 
line  to  the  top  of  the  great  trochanter;  a  third  line  is  dranit,'! 
connecting  the  first  two,  and  at  right  angles  to  the  vertical  linftfl 
The  third  or  test  line  should  be  compared  with  that  of  the] 
normal  side;  its  length  is  diminished  on  tiie  damaged  side. 


The  gluteal  fold  is  a  crease  in  the  skin  which  marks  the 
junction  of  tlie  buttock  with  the  back  of  the  thigh.  Note 
that  the  lower  liordcr  of  the  gluteus  maximus  does  not  corre- 
spond witli  this  fold,  but  lies  a  Utile  above  it. 

Oliserve  the  iliotibial  band  of  fascia  lata  which  stretches 
over  the  great  trochanter  from  the  crest  of  the  ilium  to  the 
outer  tuberosity  of  the  head  of  the  tibia.  The  portion  above 
the  trochanter  is  tightly  stretched,  so  as  to  firmly  resist  the 
pressure  of  the  fingers.  If  the  trochanter  be  displaced,  relaxa- 
tion of  the  iliotibial  band  follows — an  important  diagnostic 
point  in  fracture  of  the  neck  of  the  femur. 

In  the  region  of  the  groin  the  three  moat  important  land- 
marks are  the  iinterior  superior  spine,  the  spine  of  the  pubes. 
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and  Poupart's  ligament.  The  first  is  the  point  from  which 
measurements  of  the  lower  extremity  are  made. 

Ride. — With  the  patient  in  the  recumbent  position,  the  body 
in  a  straight  line,  and  the  limbs  adducted,  mark  with  a  pencil 
the  anterior  superior  spine  and  the  lower  border  of  the  internal 
malleolus.  With  a  steel  tape  measure  the  distance  between 
the  two  points  and  compare  this  with  the  same  measurement 
of  the  opposite  limb.  This  measurement  is  of  importance  in 
determining  the  amount  of  shortening  in  injury  or  disease  of 
the  lower  extremity.  Remember,  however,  that  even  under 
normal  conditions  there  is  a  difference  of  J  to  ^  in. 

The  spine  of  the  pubis  is  distinct  in  thin  subjects,  but  in 
fleshy  subjects  it  is  hidden  by  the  pubic  fat.  It  can  always 
be  palpated,  however,  in  the  male  by  invaginating  the  scrotum 
with  the  index  finger  and  passing  it  upward  along  the  cord; 
in  the  female  by  adducting  the  thigh  and  thus  bringing  out 
the  prominent  tendon  of  the  adductor  longus  muscle.  The 
relation  of  the  pubic  spine  to  femoral  and  inguinal  hernia  is 
an  important  point  in  differential  diagnosis. 

Poupart's  ligament  is  easily  palpated,  extending  from  the 
anterior  superior  iliac  spine  to  the  spine  of  the  pubis.  It 
practically  corresponds  to  the  fold  of  the  groin — the  line  of 
junction  between  the  abdomen  and  the  thigh. 

Scarpa's  triangle  is  marked  even  in  fleshy  subjects  by 
a  depression  IdcIow  Poupart's  ligament.  Its  boundaries  are 
Poupart's  ligament,  the  inner  border  of  the  sartorius,  and  the 
outer  border  of  the  adductor  longus.  The  femoral  artery 
passes  under  the  midpoint  of  Poupart's  ligament  and  bisects 
this  triangle  from  base  to  apex,  where  its  pulsations  can  be  felt. 
A  line  drawn  from  the  midpoint  of  Poupart's  ligament  to  the 
tul)ercle  of  the  adductor  magnus  on  the  inner  condyle  of  the 
femur  corresponds  in  its  upper  two-thirds  to  the  position  of 
the  femoral  artery.  To  the  inner  side  of  the  femoral  artery 
lies  the  femoral  vein;  to  its  outer  side  is  the  anterior  crural 
nerve. 

On  the  front  of  the  thigh  may  be  palpated  the  quadriceps 
extensor  muscle,  passing  downward  to  form  a  tendon,  which 
is  attached  to  the  patella. 

On  the  inner  side  of  the  thigh  is  the  adductor  group  of  mus- 
cles, and  at  the  back  of  the  knee  may  l)e  felt  the  prominent 
hamstring  tendons,  the  inner  hamstrings  being  formed  by  the 
tendons  of  the  gracilis,  semimembranosus,  and  semitendinosus, 
the  outer  hamstring  by  the  tendon  of  the  biceps. 
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The  most  important  landmark  in  the  region  of  the  knee  is 
the  patella.  Note  that  its  upper  border  is  attached  to  the 
quadriceps  tendon,  and  that  the  ligamentum  patelltjB  extends 
from  its  lower  border  to  the  tubercle  of  the  tibia.  When  the 
limb  is  extended  and  relaxed,  the  patella  can  be  moved  to 
and  fro  over  the  trochlear  surface  of  the  femur;  when  the  knee 
is  flexed  the  patella  is  securely  fixed  in  front  of  the  joint. 
On  either  side  of  the  patella  is  a  slight  groove  which  is  oblit- 
erated by  effusions  into  the  joint. 

On  the  inner  side  of  the  knee  may  be  felt  the  prominent 
inner  condyle  of  the  jemur,  with  its  tubercle  for  the  attachment 
of  the  adductor  magnus.  Below  the  inner  condyle  is  the 
inner  tuberosity  of  the  tibiay  and  between  the  two  may  be  dis- 
tinguished the  interarticidar  line.  On  the  outer  side  is  the 
external  condijle  of  the  femur,  much  less  prominent  than  its 
fellow,  and  below,  the  corresponding  tuberosity  of  the  tibia. 

The  head  of  the  fibuln  may  be  felt  on  the  external  aspect, 
nearly  on  a  level  with  the  tubercle  of  the  tibia. 

The  popliteal  space  is  a  w^ell-marked  hollow  behind  the  knee- 
joint,  l)est  seen  when  the  knee  is  slightly  flexed.  The  lower 
part  of  this  space  corresponds  to  the  angular  interval  between 
the  two  heads  of  the  gastrocnemius,  the  upper  part  to  the 
space  l^etween  the  hamstring  tendons. 

Note  the  position  of  the  external  popliteal  nerve ,  just  behind  and 
along  the  inner  border  of  the  biceps  tendon ;  it  may  be  palpated 
as  it  crosses  the  head  of  the  fibula.  Note  in  front  of  the  leg  the 
anterior  border  of  the  tibia;  it  forms  the  bony  prominence 
termed  the  shin,  and  may  be  traced  downward  to  the  interned 
malleolu.'i.  The  head  of  the  fibula  may  be  felt  lying  on  the 
outer  side,  the  greater  part  of  the  bone  l3eing  hidden  beneath 
the  muscles  on  the  outer  side  of  the  limb;  at  the  lower  third  it 
becomes  subcutaneous  and  terminates  in  the  external  mal- 
leolus. 

Note  the  prominence  of  the  calf  formed  by  the  gastrocnemius 
and  soleus  muscles.  The  outline  of  these  muscles  may  be  made 
more  distinct  by  raising  the  body  on  the  toes. 

At  the  ankle  the  three  conspicuous  landmarks  are  the  internal 
and  external  malleoli  on  the  sides  and  the  tendo  AchUlis  behind. 

Note  that  the  external  malleolus,  though  less  prominent, 
extends  h  in.  lower  than  the  internal  malleolus. 

In  front  of  the  ankle,  between  the  two  malleoli,  are  numerous 
tendons  which  rover  and  strengthen  the  ankle-joint.  These 
tendons  may  be  brought  out  prominently  by  flexing  the  ankle, 
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and,  beginning  at  the  tibial  side,  each  tendon  may  be  demon- 
strated in  the  following  order:  the  tibialis  aniicus,  the  extensor 
proprius  halliLcis,  and  the  extensor  longus  digitorum.  When 
the  ankle  is  extended,  the  astragalus  forms  a  distinct  pro- 
jection, which  is  most  noticeable  in  front  of  the  external  malleo- 
lus. Behind,  the  tendo  Achillis  stands  out  prominently  as 
it  descends  from  the  calf  muscles  to  be  inserted  into  the  posterior 
surface  of  the  os  calcis.  Between  the  tendo  Achillis  and  the 
two  malleoli  are  an  outer  groove,  occupied  by  the  tendons  of 
the  peroneus  longus  and  peroneus  brevis,  and  an  inner  groove, 
occupied  by  the  deep  flexor  tendons  and  the  posterior  tibial 
vessels  and  nerves. 

Along  the  outer  border  of  the  foot  the  ha^e  of  the  fifth  meta- 
tarsal bone  is  the  most  prominent  landmark. 

Along  the  inner  border  of  the  foot  may  be  felt  the  tubercle  of 
the  scaphoid,  about  1  in.  in  front  and  slightly  below  the  level 
of  the  internal  malleolus;  and,  further  along,  the  base  and 
head  of  the  first  metatarsal  bone. 

The  metatarsophalangeal  joints  lie  1  in.  behind  the  webs  of 
the  toes. 


CHAPTER  XXVII 
THE  REGION  OF  THE  HIP 

There  is  much  in  the  lower  extremity  which  is  homologous 
to  the  upper  extremity.  In  the  hip  we  find  a  correspondence 
to  the  shoulder. 

Anatomicalli/y  the  hip  refers  to  the  articulation  of  the  head 
of  the  femur  with  the  acetabulum. 

Surgically y  the  hip  comprises  the  joint  and  the  soft  parts 
surrounding  it. 

The  buttock  is  the  prominent  mass  of  soft  parts  posterior 
to  the  hip.  It  is  made  up  of  the  gluteal  muscles  and  a  large 
quantity  of  fat. 

The  skin  covering  the  buttock  is  thick  and  coarse.  It 
contains  hair-follicles  and  is  frequently  the  site  of  furuncles. 

The  superficial  fascia  is  a  loosely  attached  fascia  containing 
a  large  quantity  of  fat.  The  prominence  of  the  buttock, 
especially  in  the  female,  is  due  to  the  large  deposition  of  fat, 
rather  than  the  development  of  the  glutei  muscles.  Over 
the  tuber  ischii  the  tissue  is  fibrofatty  and  brings  the  skin  in 
closer  relation  to  the  bone.  Because  of  the  large  amount  of 
adipose,  the  buttock  is  the  frequent  sit«  of  lipoma ta.  Large 
effusions  of  blood  and  pus  can  take  place  in  the  buttock,  because 
of  the  laxity  and  extent  of  the  superficial  fascia. 

The  deep  or  gluteal  fascia  is  continuous  with  the  fascia 
lata  of  the  thigh.  At  the  anterior  border  of  the  gluteus  max- 
imus,  it  divides  into  two  layers,  which  encase  the  muscle  and 
again  unite,  to  be  attached  above  to  the  crest  of  the  ilium 
and  behind  to  the  sacrum  and  coccyx.  The  superficial  layer 
behind  the  gluteus  maximus  is  thin ;  the  deep  layer  in  front  of 
the  gluteus  maximus  is  more  resistant  and  gives  attachment 
to  the  gluteus  medius. 

This  fascia  is  of  great  surgical  importance,  because — 

(a)  Extravasations  of  blood  teneath  the  fascia  are  indicated 
by  no  superficial  ecchymosis,  and  the  fluctuation  may  confound 
them  with  al)scess. 

(h)  Pus  beneath  the  fascia  may  cause  great  pain  because  it 
is  confined  in  an  osteo-aponeurotic  space,  from  which  it  may 
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exit  by  passing  through  the  great  sacrosciatic  foramen  into 
the  pelvis,  or  burrow  down  the  thigh.  In  a  case  reported  by 
Treves  it  traveled  as  far  as  the  ankle  before  it  broke. 

The  gluteus  mazimus  is  the  analogue  of  the  deltoid.  It 
is  the  largest  muscle  of  the  body  and  is  remarkable  for  its 
thickness  and  the  arrangement  of  its  fasciculi. 

It  arises  from  the  superior  curved  line  of  the  ilium,  the 
posterior  surface  of  the  lower  part  of  the  sacrum,  the  side  of 
the  coccyx,  and  the  great  sacrosciatic  ligament.  Its  fibers 
are  directed  obliquely  downward  and  outward.  The  super- 
ficial fibers  pass  over  the  great  trochanter  and  are  inserted 
into  the  fascia  lata  of  the  thigh,  the  deep  fibers  being  inserted 
into  the  gluteal  ridge  of  the  femur.  Under  the  lower  border 
of  the  muscle  can  be  felt  the  edge  of  the  great  sacrosciatic 
ligament. 

Nerve. — ^The  inferior  gluteal. 

Action, — It  extends  the  thigh,  holds  the  head  of  the  femur 
in  close  approximation  with  the  acetabulum  when  walking, 
brings  the  body  to  the  erect  position  after  stooping,  and  is 
a  tensor  of  the  fascia  lata. 

Beneath  the  gluteus  maximus  are  two  important  bursae: 

The  ischial  bursa  is  situated  over  the  tuberosity  of  the 
ischium,  and  in  those  whose  employment  requires  a  prolonged 
sitting  posture  it  is  apt  to  become  inflamed  and  give  rise  to 
a  bursitis  which  has  acquired  the  name  of  "  coachman^ s 
bursitis.*^ 

The  trochanteric  bursa  is  situated  l>etween  the  muscle  and 
the  great  trochanter.  When  inflamed  it  may  give  rise  to 
symptoms  simulating  "hip  disease/'  l^cause  the  pain  causes 
the  thigh  to  be  fixed  in  the  flexed  and  adduoted  position.  The 
differential  diagnosis  should  be  made  l)y  the  absence  of  swelling 
over  the  joint  and  the  ability  to  rotate  the  head  of  the  femur 
without  causing  pain. 

Caries  of  the  great  trochanter  has  followed  suppuration  of 
this  bursa  (Treves). 

There  is  a  third  bursa  of  little  interest  found  between  the 
tendon  of  the  muscle  and  the  vastus  externus. 

The  fold  of  the  buttock  is  the  crease  in  the  skin  which 
marks  the  line  of  junction  between  the  buttock  and  the  back 
of  the  thigh.  It  does  not  correspond  to  the  lower  border  of 
the  gluteus  maximus,  as  has  been  erroneously  stated,  but  is 
considerably  above  this  level.  The  gluteus  maximus,  however, 
has  much  to  do  in  accentuating  this  fold  when  it  brings  the  hip 
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into  full  extension;  and,  per  contra,  the  fold  disappears  when 
the  thigh  is  flexed. 

Hence,  disappearance  of  this  "fold*'  is  a  diagnostic  sign  of 
early  hip  disease,  due  to  flexion  of  the  hip-joint  which  occurs 
early  in  the  disease.  The  fold  also  disappears  in  certain  dis- 
placements of  the  hip. 

Beneath  the  gluteus  maximus  we  find  the  fan-shaped  group 
of  muscles,  attached  on  one  side  to  the  pelvis,  their  tendons 
all  converging,  to  be  inserted  into  the  great  trochanter.  They 
are  the  gluteus  medius,  pyriformis,  gemellus  superior,  obtu- 
rator internus,  gemellus  inferior,  and  quadratus  femoris. 

Above  the  pyriformis  the  gluteal  vessels  emerge;  below  it, 
the  sciatic  vessels. 

The  sacrosciatic  notches  are  converted  into  foramina  by  the 
great  and  lesser  sacrosciatic  ligaments. 

The  great  sacrosciatic  foramen  is  bounded  by  the  pos- 
terior border  of  the  os  innominatum  and  the  great  and  lesser 
sacrosciatic  ligaments. 

the  pyriformis  muscle,        1 
the  gluteal  vessels,  \  above  the  muscle. 

.  e  J 


the  superior  gluteal  nerv 
the  sciatic  vessels, 
It  transmits  -j   the  great  sciatic  nerve, 

the    internal    pudic    vessels     and 

nerves, 
the  inferior  gluteal  nerve, 
small  branches  of  the  sacral  plexus  , 


below  the  muscle. 


The  lesser  sacrosciatic  foramen  is  bounded  by  the  tuber 
ischii  and  the  great  and  lesser  sacrosciatic  ligaments.  It  trans- 
mits the  tendon  of  the  obturator  internus  and  the  internal 
pudic  vessels  and  nerves. 

Through  these  foramina  pus  may  burrow  from  the  buttock 
to  the  pelvis  or  from  the  pelvis  to  the  buttock,  and  make  its 
appearance  at  the  lower  border  of  the  gluteus  maximus. 

Stab  wounds  of  the  buttock  may  enter  the  pelvis  through 
the  sciatic  foramina  and  cause  fatal  injuries. 

Arteries  and  Nerves  of  the  Buttock. — The  gluteal  artery 
leaves  the  pelvis  through  the  great  sacrosciatic  foramen  above 
the  pyriformis  muscle,  and  divides  into  a  superficial  and  deep 
branch.  The  superficial  branch  runs  between  the  gluteus 
maximus  and  medius  muscles,  the  deep  branch  between  the 
gluteus  medius  and  minimus.  The  gluteal  arter}"  is  about  as 
large  as  the  ulnar.  In  wounds  of  the  buttock  only  the  branches 
are  involved,  since  the  main  trunk  is  within  the  pelvis. 
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Anearysm  of  the  gluteal  artery  is  of  traumatic  origiD. 
When  small,  it  may  be  ligateil  and  the  sac  excised;  when  large, 
it  is  netessary  to  ligate  the  internal  iliac  artery. 

The  position  of  the  gluteal  arterj'  corresponds  to  the  middle 
of  the  superior  border  of  the  great  sacrosciatic  foramen.  On 
the  surface  it  is  indicated  by  the  junction  of  the  inner  and 
middle  thirds  of  a  line  drawn  from  the  posterior  superior  iliac 
spine  to  the  tip  of  the  great  trochanter  {Fig.  286). 

The  sciatic  artery  leaves  the  great  sacrosciatic  foramen 
below  the  pyriformis  muscle  in  company  with  the  internal 
pudic  artery  and  the  great  sacrosciatic   nerve.     It  supplies 


Fici.  288.— Rel- 


a  branch  to  the  great  sacrosciatic  ner\e,  the  comes  nern 
ischUidici,  and  is  the  principal  factor  in  forming  a  collateral 
circulation  with  the  branches  of  the  femoral  after  ligation  of 
the  e.xtemal  iliac  artery.  The  scinlic  artery  is  sometimes  the 
site  of  traumatic  aneurysm.  The  vessel  lies  in  a  space  midway 
l)etween  the  great  trochanter  and  the  tiil>er  ischii  (see  Fig.  286). 
The  great  sciatic  nerve  lies  above  it  and  is  the  chief  guide  to 
the  artery. 

The  internal  pudic  artery  is  peculiar  in  that  it  leaves  the 
pelvis  through  the  great  sacrosciatic  foramen,  winds  about 
the  spine  of  the  i.schium.  and  re-enters  the  pelvis  through  the 
lesser  sacrosciatic  foramen.  It  may  l)e  reached  through  the 
same  incision  which  is  used  in  ligating  the  sciatic. 
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The  infragluteal  triangle  lies  just  below  the  lower  border 
of  the  gluteus  maximus,  which  forms  its  base;  the  long  head  of 
the   biceps   bounds  it   internally  and  the  great  sciatic  nerve 

externally  (Fig.  287). 


The  great  sciatic  nerve  is  derived  from  the  sacral  plexus, 
and  makes  its  exit  from  the  pelvis  throiieh  the  great  sacrosciatic 
foramen  resting  on  the  ischiatir  spine,  against  which  it  may  be 
compresKcd.  It  pa-ssf^s  out  Ijelow  the  pyriformis  and  under 
cover  of  the  pluteus  maximus.     It  lies  tetween  the  tuber  ischii 
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and  the  great  trochanter,  and  is  crossed  obliquely  by  the  long 
head  of  the  biceps. 

Sciatica  is  a  painful  affection  of  the  sciatic  nerve,  which  may 
be  due  to  causes  extrinsic  or  intrinsic.  Among  the  extrinsic 
causes  are  pelvic  tumors,  aneurysms  of  the  branches  of  the 
internal  iliac,  vesical  calculi,  feces  in  the  rectum,  or  exostoses 
at  the  sacrosciatic  foramen.  Intrinsically,  it  may  be  due  to 
chronic  inflammatory  changes  of  the  connective  tissue  in  and 
about  the  nerve.  Neuralgia  of  this  nerve  has  sometimes  been 
relieved  by  stretching  it.     Two  methods  may  be  employed: 

1.  Dry  stretching  J  accomplished  by  flexing  the  foot  to  a 
right  angle,  extending  the  leg  on  the  thigh,  and  then  forcibly 
flexing  the  thigh  on  the  abdomen.     This  method  is  uncertain. 

2.  Wet  stretching  consists  in  cutting  down  on  the  nerve, 
isolating  it,  hooking  it  up  with  the  finger,  and  subjecting  it 
to  steady  traction  for  three  minutes.  This  is  accomplished 
through  a  5-in.  incision  down  the  back  of  the  thigh,  extending 
from  the  gluteal  fold  at  a  point  midway  l)etween  the  tuber 
ischii  and  the  great  trochanter.  After  passing  through  the 
skin,  superficial  fascia,  and  fascia  lata,  the  sides  of  the  infra- 
gluteal  triangle  will  be  recognized  and  tlie  nerve  isolated. 

The  lymphatics  of  the  buttock  consist  of  a  superficial  set, 
which  empty  into  the  inguinal  glands,  and  a  deep  set,  which  go 
to  the  glands  about  the  internal  iliac. 

The  groiily  as  a  region,  is  limited  above  by  Poupart's  ligament, 
externally  by  a  line  from  the  anterior  superior  spine  to  the 
great  trochanter,  and  below  by  a  transverse  line,  extending 
from  the  fold  of  the  buttock  across  the  anterior  surface  of 
the  thigh.     It  practically  corresponds  to  Scarpa^s  space. 

The  fold  of  the  groin  is  the  line  of  junction  between  the 
abdomen  and  the  thigh. 

The  groin  is  covered  by  fine  mobile  skin  which  contains  hair 
follicles  and  sebaceous  glands.  In  incising  abscess  of  the  grain 
the  inci.sion  should  be  made  perpendicular  and  not  parallel  to 
the  fold  of  the  groin,  for  the  reason  that  incisions  parallel  to  the 
fold  of  the  groin  have  a  tendency  to  close;  vertical  incisions 
have  a  tendency  to  keep  open,  and,  therefore,  provide  better 
drainage  with  less  incision. 

Burns  of  the  groin  may  leave  a  contracting  cicatrix,  which 
may  cause  permanent  flexion  of  the  thigh ;  hence,  the  necessity 
of  complete  extension  after  these  injuries. 

Wounds  of  the  groin  are  very  dangerous,  because  they  may 
penetrate  (a)  the  abdomen  and  (6)  the  great  vessels  of  the  thigh. 
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The  superficial  fascia  consists  of  two  layers:  the  superficial 
layer,  which  is  continuouB  above  with  the  superficial  fascia  of 
the  ab<lomeii,   and   tiie  deep  layer,  which   is  verj-   thin   and 

adherent  lo  the  fasciii  lata  a  little  below  Poupart'a  ligament. 


Between  these  two  laj'ers  of  superficial   fascia   we   find   the 
superficial  vessels,  nerves,  and  lymphatics. 

The  Lymphatics  of  the  Groin  (Fig.  2S8l.— Like  the  axilla, 
the  groin  is  one  of  the  principal  glandular  centers,  and  the 
lymphatics  play  an  important  I'dle  in  the  pathology  of  this. 
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The  superficial  lymphatic  glands^  ten  to  twenty  in  number, 
are  situated  between  the  two  layers  of  the  superficial  fascia. 
They  consist  of  (a)  a  horizontal  group  lying  along  Poupart's 
ligament  and  (6)  a  vertical  group  along  the  saphenous  vein. 
The  horizontal  group  receives  the  lymphatics  from  the  abdom- 
inal wall,  the  scrotum,  perineum,  anus,  prepuce  of  penis,  clitoris, 
and  buttock.  The  vertical  group  receives  the  lymphatics  from 
the  skin  of  the  lower  extremity.  The  superficial  glands  send 
vessels  to  the  deep  inguinal  glands. 

The  deep  lymphatic  glands  lie  beneath  the  deep  fascia.  There 
are  two  or  three  of  them,  and  they  are  placed  internal  to  the 
femoral  vein.  The  superior  gland  of  tliis  group  (Rosenmiiller' s 
gland)  lies  in  the  crural  canal  and  projects  into  the  pelvic  cavity. 
Because  of  its  situation  in  the  crural  ring,  it  may,  when  inflamed, 
simulate  a  strangulated  hernia  (Poirier).  The  deep  inguinal 
glands  receive  the  lymphatics  from  tlie  glands  of  the  penis  or 
clitoris  and  from  the  superficial  inguinal  glands.  They  send 
branches  to  the  iliopelvic  glands. 

Bubo  of  the  groin  is  always  symptomatic  of  a  neighboring 
lesion,  since  the  lymph -glands  do  not  enlarge  spontaneously. 
Thus,  in  chancre  or  malignant  disease  of  the  prepuce,  penis,  or 
of  the  labia  majora,  and  in  cancer  of  the  scrotum  and  infections 
of  the  lower  extremity,  the  inguinal  glands  are  involved  sec- 
ondarily, and  suppuration  and  destruction  of  the  glands  often 
follow. 

The  fascia  lata,  or  deep  fascia,  completely  envelops  the 
thigh  and  binds  the  muscles  in  a  fibrous  cuff.  It  is  attached 
to  the  crest  of  the  ilium,  Poupart's  ligament,  the  rami  of  the 
pubes  and  ischium,  the  great  sacrosciatic  ligament,  and  the 
sacrum  and  coccyx.  Externally,  it  is  remarkably  strong  and 
gives  attachment  to  the  tensor  vaginip  femoris. 

The  saphenous  opening  is  an  aperture  in  the  fascia  lata 
at  the  upper  and  inner  part  of  the  thigh.  It  is  situated  about 
1  in.  ]x?low  the  inner  end  of  Poupart's  ligament,  transmits  the 
internal  saphenous  vein,  and  forms  the  external  ring  of  femoral 
hernia. 

The  arrangement  of  the  fascia  lata  in  the  formation  of  the 
saphenous  opening  is  interesting,  and  explains  the  peculiar 
pointing  of  deep-seated  abscesses  and  the  course  of  femoral 
hernia. 

The  outer  side  of  the  saphenous  opening  is  formed  by  the 
iliac  portion  of  the  fascia  lata,  which  is  attached  to  the  crest 
of  the  ilium  and  to  the  length  of  Poupart's  ligament.     Fron* 
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the  spine  of  the  pubis  it  is  reflected  downward  and  outward 
over  the  sheath  of  the  femoral  vessels,  forming  a  sickle-shaped 
margin  (the  falciform  process)  or  external  boundary   of  the 
saphenous  opening.    The  inner  side  of  the  saphenous  opening 
is  formed  by  the  pubic  portion  of  the  fascia  lata,  which  is  a  con- 
tinuation of  the  iliac  portion,  but  on  a  lower  plane,  since  it 
passes  behind  the  sheath  of  the  femoral  vessels  and  is  continuous 
with  the  sheath  of  the  psoas  and  iliacus  muscles.     Thus,  the 
fascia  lata  forming  the  saphenous  opening  is  arrangied  in  two 
planes,  continuous  below,  and  separated  by  the  thickness  of 
the  femoral  vessels  above,  so  as  to  permit  the  internal  saphe- 
nous vein  to  empty  without  interruption  into   the   femoral 
vein  in  any  position  of  the  thigh. 

The  saphenous  opening  is  covered  by  the  cribriform  fascia, 
so-called  tecause  of  the  number  of  perforations  made  by  the 
blood-vessels  and  lymphatics.  Femoral  hernia  ultimately  finds 
its  way  through  the  saphenous  opening,  pushing  the  cribriform 
fascia  in  front  of  it;  it  then  curls  around  the  falciform  process 
and  over  Poupart^s  ligament.  The  position  of  the  thigh  has 
much  to  do  with  the  tension  of  the  fascia  lata.  When  the  thigh 
is  extended,  the  fascia  lata  in  the  groin  is  tense  and  the  fal- 
ciform process  sharp;  when  the  thigh  is  flexed  and  rotated 
inward  the  process  slackens;  hence,  the  value  of  the  latter 
position  in  attempting  to  reduce  a  femoral  hernia.  The  margin 
of  the  saphenous  opening  may  form  one  of  the  seats  of  stricture 
in  femoral  hernia. 

There  are  four  muscles  in  this  region  which  are  of  special 
importan(!e:  the  sartorius,  adductor  longus,  psoas,  and  pectin- 
eus.    They  form  two  triangles,  a  superficial  and  deep. 

Scarpa's  triangle  is  formed  by  Poupart's  ligament  as  its 
base,  the  sartorius  muscle  externally,  and  the  adductor  longus 
internally.  The  femoral  vessels  bisect  it  from  base  to  apex. 
It  contains  the  femoral  vein,  femoral  artery,  and  anterior  crural 
nerve,  arranged  from  within  out:  vein,  artery,  nerve  (Fig.  289). 
The  deep  triangle  within  Scarpa's  triangle  is  formed  by  Pou- 
part's ligament,  the  psoas  muscle  externally,  and  the  pectineus 
internally.  The  femoral  vessels  extend  from  base  to  apex, 
and  occupy  the  bottom  of  the  groove  formed  by  the  two 
muscles. 

Because  of  the  many  lesions  of  the  adductor  longus  muscle, 
causing  flexion  and  permanent  adduction  of  the  thigh,  Tillaux 
has  comj)are(l  it  to  the  stcrnomastoid  muscle. 

During  horseback  riding  the  adductor  longus  is  specially 
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employed  in  gripping  the  saddle;  consequently  it  ia  frequently 
sprained  and  some  of  its  fibers  may  be  ruptured. 

Riders'  hone  is  an  ossification  of  the  upper  tendon  of  the 
adductor  longua  due  to  sprain  or  rupture  of  the  tendon  from 
its  pelvic  attachment. 


Tlie  femoral  vessels  bisect  Hcaip^'s  triangle  from  base  to 
apex.  They  are  not  deeply  placed.  The  pulsations  of  the 
artery  can  be  distinctly  felt  even  in  the  stoutest  subject. 

The  femoral  artery  is  the  continuation  of  the  external  iliac 
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from  beneath  the  center  of  Poupart's  ligament.  Its  direction 
is  obliquely  downward  and  inward,  and  is  represented  by 
a  line  drawn  from  the  middle  of  Poupart^s  ligament  to  the 
adductor  tubercle  on  the  internal  condyle  of  the  femur.  Imme- 
diately below  its  origin  the  artery  rests  directly  on  the  ilio- 
pectineal  eminence,  which  forms  an  excellent  point  for  com- 
pressing the  artery;  hence,  the  jpoint  of  election  for  appl3ring 
digital  pressure  to  the  artery  is  immediately  below  Poupart's 
ligament.  In  applying  digital  pressure  to  the  artery  always 
place  the  fingers  parallel  to  the  axis  of  the  vessels,  to  avoid,  as  far 
as  possible,  compression  of  the  vein,  which  is  apt  to  be  followed 
by  phlebitis. 

Digital  compression  of  the  femoral  is  not  merely  an  emergency 
procedure  in  cases  of  hemorrhage,  but  it  is  constantly  employed 
in  amputations  and  other  operations  of  the  lower  extremity. 
Nearly  all  of  the  collateral  branches  are  given  off  in  the  region 
of  Scarpa's  triangle,  the  most  important  of  which  is  the — 

Profunda  femoris,  which  is  nearly  as  large  as  the  superficial 
femoral.  It  arises  from  the  back  part  of  the  femoral  artery, 
about  2  in.  Mow  Poupart's  ligament,  and  passes  outward,  then 
winds  downward  and  inward  to  the  adductor  magnus,  and 
finally   anastomoses   with    branches   of   the   popliteal   artery. 

This  artery  is  the  chief  nutrient  vessel  of  the  thigh,  and 
plays  an  important  r61e  in  the  establishment  of  collateral  cir- 
culation after  ligation  of  the  external  iliac  and  superficial 
femoral  arteries. 

Ligation  of  the  femoral  in  Scarpa's  triangle  may  be  required 
for  wounds  or  aneurysm.  Ligation  of  the  femoral  above  the 
origin  of  the  profunda  is  not  a  safe  procedure,  because  of  the 
number  of  branches  connected  with  it  and  the  frequent  high 
origin  of  the  profunda,  which  might  interfere  with  the  formation 
of  a  perfect  clot  and  give  rise  to  secondary  hemorrhage.  Liga- 
tion of  the  external  iliac  is  to  be  preferred  to  that  of  the  common 
femoral.  The  most  favoral)le  site  for  the  ligation  of  the  fem- 
oral is  at  the  apex  of  Scarpa's  triangle.  The  incision  for  ligature 
is  made  over  the  line  of  the  artery,  the  limb  being  slightly 
flexed  and  everted.  The  skin,  superficial  fascia,  and  fascia 
lata  are  divided  and  the  sartorius  muscle  exposed.  The 
muscle  is  drawn  outw^ard  and  the  sheath  of  the  vessels  recog- 
nized. Tlie  sheath  is  opened  on  the  side  nearest  the  sartorius, 
to  avoid  injuring  the  vein.  The  ligature  is  passed  from  within 
out,  dose  to  the  artery,  to  avoid  the  vein  which  lies  behind,  and 
shghtly  to  the  inner  side  of  the  artery. 
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The  femoral  vein  accompanies  the  femoral  artery  in  the 
upper  two-thirds  of  its  course.  Its  relation  to  the  artery  is 
the  reverse  of  that  of  the  sartorius  muscle,  viz.:  at  Poupart's 
ligament  it  lies  to  the  inner  side,  at  the  apex  of  Scarpa's  space 
it  passes  behind,  and,  lower  down,  it  is  to  the  outer  side  of  the 
artery. 

Wounds  of  the  femoral  vein  are  exceedingly  dangerous.  If 
very  small,  a  lateral  ligature  may  be  applied,  otherwise  it  is 
necessary  to  ligate  above  and  below  the  wound. 

Phlebitis  of  the  femoral  vein  is  a  frequent  sequela  of 
digital  compression  of  the  artery,  or  the  application  of  an 
Esmarch  bandage.  It  also  follows  labor,  typhoid  fever,  and 
inflammatory  processes  of  the  abdomen  and  pelvis.  There 
seems  to  be  a  curious  predilection  for  the  vein  of  the  left 
side,  even  when  the  inflammatory  focus  is  on  the  right,  as 
in  appendicitis.  Various  explanations  of  this  phenomenon 
have  been  offered,  the  main  anatomic  reason  being  the  slower 
venous  current  on  the  left  side  due  to  a  less  direct  communica- 
tion with  the  inferior  vena  cava.  No  satisfactory  cause,  how- 
ever, has  yet  been  assigned. 

Psoas  abscess  generally  originates  in  tubercular  caries  of 
the  dorsal  or  lumbar  vertebrae.  This  abscess  is  characterized 
by  the  number  of  places  and  distance  from  the  original  focus 
at  which  it  may  point  (Fig.  290).  The  pus  may  burrow  along 
the  sheath  of  the  psoas,  pass  under  Poupart's  ligament,  and 
form  a  swelling  in  Scarpa's  triangle  to  the  out^r  side  of  the 
femoral  vessels  (most  common  variety);  or  if  the  pus  burrow 
through  the  sheath  of  the  psoas,  it  may  gravitate  to  the  iliac 
fossa;  or  it  may  pass  into  the  pelvis  and  beneath  the  pelvic 
fascia  find  its  way  through  the  great  sacrosciatic  foramen  to 
the  gluteal  region;  or  through  the  obturator  fascia  to  the  ischio- 
rectal fossa  and  be  mistaken  for  fistula  in  ano.  It  may,  by 
working  behind  the  psoas,  enter  the  slieath  of  the  quadratus 
lumborum  and  point  in  the  loin  (lumbar  abscess).  It  may 
point  above  Poupart's  ligament  near  the  anterior  superior 
spinous  process  of  the  ilium;  it  may  pass  down  to  the 
thigh,  the  knee,  and  even  to  the  side  of  the  tendo  Achillis,  as 
in  a  case  reported  by  Erichsen.  Thus  it  unit  be  observed  thai 
lumbar,  gluteal,  ischiorectal,  and  iliac  abscesses,  and  obscure 
abscesses  of  the  lower  extremity  ma]i  have  their  origin  in  spinal 
caries. 

The  Psoas  Bursa. — Between  the  tendon  of  the  psoas  muscle 
and  the  capsule  of  the  hip-joint  is  a  bursa  which  frequently 
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communicates  with  the  joint.  When  the  bursa  is  iaflamed 
and  distended  with  fluid  it  forms  a  tumor  on  the  front  of  the 
thigh  which  makes  diagnosis  difficult.  It  simulates,  in  many 
respects,  hip  disease.  Inflammation  of  the  bursa  may  extend 
to  the  joint  and  vice  versa. 

Tumors  of  the  Groin. — Instances  of  supernumerary  mam- 
mary f^lands  located  in  the  groin  have  been  reported,  and 
Treves  cites  a  case  of  a  female  with  a  breast  so  placed,  who 


Fir„  2»).— SlIOWlNO  T 


the  twk  ot 


suckled  lier  child  from  this  part.  By  far  the  majority  of 
tumors  or  }dni>dular  swellings  in  this  region  are  connected  with 
the  lymphatic  glands.  Since  the  inguinal  glands  receive  the 
lymphati<'s  from  tlie  genitals  and  lower  extremity,  many  of 
the  glandular  swellings  are  of  a  septic  or  syphilitic  origin. 
Tul^ercular  lymphadenitis  is  sehlom  found  in  the  inguinal 
gland».  Sarcoma  is  rather  frequent  and  carcinoma  is  usually 
secondan'  to  carcinoma  of  the  penis,  scrotum,  and  vulva. 

Lipomala  are  frequently  foimd  in  the  region  of  Scarpa's  tri- 
angle, and  cases  are  reported  where  the  tumor  has  changed  its 
poHition  from  the  groin  to  a  point  lower  down  on  the  thigh. 
The  tumor  always  travels  in  the  direction  of  gravity. 
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The  obturator  or  adductor  region  consists  of  the  soft  parts 
about  the  obturator  or  thyroid  foramen.  Its  l>oundaries  are 
the  pubic  arch  and  perineum,  the  hip-joint,  the  horizontal 
ramus  of  the  pubis,  and  the  tuberosity  of  the  ischium.  The 
muscles  which  surround  this  region  are  the  gracilis,  the  adductor 
lonfcus,  adductor  brevis,  and  pectineus.  The  obturator  exter- 
nus  is  attached  to  the  external  surface  of  the  obturator  mem- 
brane and  the  obturator  internus  to  the  internal  surface  of 
the  obturator  membrane. 

The  obturator  or  thyroid  foramen  is  a  large  aperture 
between  the  ischium  and  os  pubis.     In  the  male  it  i 


and  oval,  in  the  female  it  is  smaller  anil  triangular.  This 
foramen  is  covered  in  by  the  ohlurnlor  membrane,  which  consists 
of  two  layers,  an  anterior  and  posterior.  These  two  layers  are 
joined  below,  but  separated  to  the  extent  of  *  in.  as  they  ap- 
proach the  pubic  arch  and  convert  tlie  obturator  groove  of 
the  pubic  bone  into  the  obturator  canal  (Fig.  291).  Between 
the  two  layers  of  membrane  is  some  cellular  tissue.  The 
obturator  canal  is  traversed  by  the  obturator  vessels  and 
nerve.  Through  this  canal  pus  may  pass  from  the  pelvis  to 
the  thigh  and  rice  versa. 
The   obturator   artery,  arising  from  the  internal  iliac,  is 
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directed  forward  below  the  brim  of  the  pelvis  to  the  upper  part 
of  the  obtunitor   foramen   and   makes  its  exit   through 
obturator  canal,  dividing  into  internal  and  external  hnmchea   , 
which  encircle  the  obturator  membrane  beneath  the  obturator  i 
ex  tenuis  muscle. 

Anomaiies. — In  one  out  of  three  cases  the  obtumtor  artery  I 
arises  from  the  deep  epigastric,  and  in  one  in  seventy-two  ca 
by  two  roots  from  both  vessels.     When  it  arises  from  the  deep  I 
epigastric,  its  course  in  reafhing  the  obturator  canal  may  Iw 
on  the  outer  side  of  the  femoral  ring  (37  in  101  cases,  Quain), 
or  it  may  curve  inward  along  the  free  margin  of  Giml>ernal'8   ' 
ligament  (10  in  101  cases,  Quain);  thus,  it  may  almost  encircle 
the  neck  of  a  hernial  s:ic  (Fig.  2!i2). 


The  obturator  nerve  passes  through  the  obturator  canat 

above  the  artery,  and  divides  into  branches  which  supply  the 
obturator  ext«mus,  the  three  adductors,  the  gracilis,  the  hip,  * 
anil  knee-joints.     /(  is  dve  to  the  Iwo-fold  arlUruIar  distrihution 
of  Ihi^  nerve  thai  pain  in  hip-joint  disease  is  often  referred  to 
the  knee. 

The  obturator  gland  is  a  small  inconstant  gland  at  the 
internal  orifice  of  the  obturator  canal.     Criiveilhier  l>elievea   | 
that  this  gland  is  often  enlarged  in  internal  inflammations. 

Obturator  Hernia. — The  hernial  protrusion  engages  in  the 
obturator  cana!  and  lio-'*  to  the  outer  side  of  the  adductor 
longus,  beneath  the  iJcctineus,  and  to  the  inner  side  and  liehind 
the  femoral  vessels.     These  hernias  are  very  rare  and  more 
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frequent  in  the  female.  Tillaux  believes  that  they  are  most 
liable  to  occur  in  fat  subjects  who  become  rapidly  thin.  It 
must  be  remembered  that  these  hernias  are  very  small  and  the 
overlying  muscles  are  thick;  consequently,  there  is  no  evidence 
of  a  protrusion  on  the  surface,  and  their  presence  cannot  be 
more  than  suspected. 

The  symptoms  present  are  sharp  pain  at  the  border  of  the 
obturator  foramen,  internal  to  the  femoral  artery.  The  pain 
is  reflected  along  the  course  of  the  obturator  nerve.  Acute 
intestinal  obstruction  follows  if  the  sac  contains  intestine.  In 
all  cases  of  acute  bowel  obstruction  obturator  hernia  must  be 
remembered  as  one  of  the  possible  causes. 

In  suspected  cases  the  obturator  ]  or  amen  may  be  examined  y  per 
vaginajUy  or,  in  the  maley  per  rectum.  Cases  are  reported  where 
the  hernia  has  been  reduced  by  this  manipulation.  In  operating 
for  obturator  hernia  the  best  route  is  through  a  vertical  incision 
internal  to  the  femoral  vessels.  The  adductor  longus  is  sep- 
arated from  the  pectineus  and  the  pectineus  is  drawTi  outward. 
To  relieve  strangulation  the  incision  should  be  upward  and 
inward  to  avoid  the  obturator  vessels. 

The  hip-joint  is  deeply  situated  l)eneath  a  thick  layer  of 
muscles.  Hence  it  is  difficult  to  palpate,  not  easily  accessible, 
and  grave  lesions  may  exist  where  only  functional  symptoms  are 
appreciable. 

It  is  a  ball-and-socket  joint,  formed  by  the  cup-shaped 
cavity  of  the  acetabulum  and  the  head  of  the  femur.  It  is 
a  joint  of  considerable  strength,  which  it  derives  from  the  bony 
conformation  of  its  articular  surfaces  and  the  strong  ligaments 
which  surround  it. 

The  bottom  of  the  acetaJbidum  is  very  thin,  even  transparent, 
and  seems  as  though  it  might  be  easily  broken  by  a  blow  on 
the  great  trochanter.  The  head  of  the  femur,  however,  does 
not  come  in  contact  with  this  thin  portion  of  the  acetabulum. 
It  is  supported  entirely  by  the  strong  rim  of  the  acetabulum, 
which  bears  the  brunt  of  blows  transmitted  through  the  head. 
Through  the  nonarticular  portion  of  the  acetabulum  abscesses 
of  the  pelvis  may  make  their  way  into  the  hip-joint,  and  like- 
wise abscess  of  the  hip-joint  may  get  into  the  pelvis. 

On  the  lower  border  of  the  acetabulum  is  a  deep  notch  (the 
cotyloid  notch)  which  is  converted  into  a  foramen  by  the 
cotyloid  ligament.  Through  this  foramen  pass  the  vessels  and 
nerves  which  supply  the  hip-joint. 

The  cotyloid  ligament  is  a  fibrocartilaginous  rim  attached 
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to  the  margin  of  the  acetabulum.  It  deepens  the  articular 
cavity,  bridges  over  the  notch,  and  5ts  the  bead  of  the  femur 
"like  an  uir-tight  collar,"  enabling  atmospheric  pressure  to  act 
in  keeping  the  articular  surfaces  in  contact. 

The  superior  extremity  of  the 
lemur  consists  of  the  head,  the 
neck,  and  the  great  and  lesser 
trochanters. 

The  head  is  round  and  forms 
three-quarters  of  a  sphere.  It  is 
covered  with  cartilufce,  thicker  in 
the  center  than  at  the  circumfer- 
ence; near  the  summit  and  &  little 
below  the  center  ia  a  depression 
for  the  attachment  of  the  liga- 
mentum  teres. 

The  neck  is  like  an  elongated 
pedicle  supporting  the  head.  It 
is  directed  ol>hqTiely  from  above 
down  and  from  within  out.  The 
narrowest  part  is  at  the  junction 
of  the  he;id.  the  broailest  where  it 
is  connecteil  with  the  shaft.  The 
neck  forms  with  the  shaft  an  angle 
of  about  130°  in  the  adult.  This 
angle  is  said  to  liiminish  In  old  age, 
but  there  is  not  sufficient  evidence 
to  support  this  statement. 

Coxa    Vara.  —  During    adoles- 
cence the  neck  sometimes  under- 
goes  softening  an<l   bends  down- 
ward, and  may  reach  an  angle  of 
60°.    This  causes  shortening  of  the 
limb  (Fig.  29:t).    The  neck  is  often 
twiste<l,  presenting  either  an  an- 
terior or  posterior  curve,  in  which 
case  there  will   be    either  inward 
or  outward  rotation  of  the  limb. 
This  condition  is  probably  due  to 
a  localized  osteomalacia. 
The   great   trochanter  is   a   large   quadrilateral   eminence 
at  the  sii|Terior  and  external  extremity  of  the  diaphysis.     It 
projects  lieliiiid  the  poHterior  surface  of  ihe  neck  and  is  about 
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\  in.  lower  than  the  head.  At  the  base  of  its  internal  sur- 
face is  the  digital  fossa,  which  gives  insertion  to  the  tendon 
of  the  obturator  extern  us  muscle. 

The  lesser  trochanter  is  a  conical  projection  on  the  internal 
surface  of  the  femur  at  the  base  of  the  neck.  Its  summit 
gives  insertion  to  the  psoas  muscle. 

Ligaments  of  the  Hip-joint. — ^The  ligamentum  teres  is 
attached  to  the  depression  in  the  head  of  the  femur,  a  little 
below  its  center,  and  to  the  bottom  of  the  acetabulum  (the  non- 
articular  portion);  as  a  ligament  it  has  little  influence.  Its 
function  is  to  carry  the  vessels  which  nourish  the  head  of  the 
femur,  and  to  act  as  a  buffer  against  the  force  of  blows  trans- 
mitted through  the  great  trochanter. 

The  capsular  ligament  is  a  strong  ligamentous  cuff  attached 
to  the  circumference  of  the  acetal)ulum  and  the  neck  of  the 
femur.  It  is  much  thicker,  less  lax,  more  resistant  than  the 
capsule  of  the  shoulder,  and  holds  the  articular  surfaces  in 
close  apposition. 

In  front  it  is  separated  from  the  tendon  of  the  psoas  by  a 
synovial  bursa  which  sometimes  comnumicates  with  the  joint 
by  a  circular  aperture  and  is  the  source  of  inflammatory  proc- 
esses. In  front  the  capsule  covers  the  whole  anterior  surface 
of  the  neck  and  is  attached  to  the  anterior  intertrochanteric 
line,  above  it  is  attached  to  the  base  of  the  neck,  and  behind 
to  the  neck  of  the  bone,  \  in.  above  the  posterior  intertro- 
chanteric line.  Hence  it  will  l^e  o])served  from  this  attach- 
ment of  the  capsule  that  division  of  fractures  of  the  neck  of 
the  femur  into  intra-  and  extracapsular  is  not  exact,  for  a  frac- 
ture of  the  neck  might  at  the  same  time  be  both  intra-  and 
extracapsular. 

The  iliofemoral  or  ^-ligament  of  Biyclaw,  is  an  accessory 
band  of  fil)ers  which  extends  obliquely  across  the  front  of  the 
joint.  It  descends  like  an  inverted  Y,  the  stem  being  attached 
to  the  anterior  inferior  iliac  spine  and  the  two  branches  to  the 
upper  and  lower  ends  of  the  anterior  intertrochanteric  line 
(Fig.  294). 

This  ligament  plays  an  important  role  in  strengthening  the 
anterior  part  of  the  capsule  and  preventing  forward  dislocations. 

Fracture  of  the  Neck  of  the  Femur. — The  former  classifi- 
cation of  intra  and  extracapsular  fractures  is  now  obsolete, 
because  it  is  not  exact  and  often  misleading.  The  classification 
based  on  the  clinical  evidence  is  the  onlv  rational  one,  viz.: 
(a)  fracture  at  the  base  of  the  neck;  {b)  fracture  of  the  neck. 
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Why  should  we  attempt  to  distinguish  between  these  tw 
forms?  Because  the  essential  point  in  the  prognosis  is  thi 
def|;ree  of  \'itality  and  the  power  of  repair  of  the  upper  fragment.  ■ 
This  depends  upon  the  preservation  of  the  biood  supply,  and 
tlie  blood  supply  is  more 
lialile  to  be  defective  the 
nearer  tlie  injury  approache»j 
the  head. 

In  fractures  at  the  base 
the  neck  the  vessels  are  not 
extensively  injured,  impae- 
lion  is  usually  present  and 
the  pro^osis  is  good.  In 
fracture  of  the  neck  the 
periosteum  may  be  entirely 
severed  and  the  only  source 
ot  blood  supply  be  through 
the  linamentum  teres;  the 
prognosis  is.  therefore,  had. 
Fractures  at  the  base  of 
the  neck  (Fig.  295)  usuaQy 
occur  before  old  age.  They 
are  caused  by  a  fall  upon 
the  great  trochanter.  The 
compact  tissue  of  the  neck 
is  driven  into  the  spoagj' 
tissue  of  the  trochanter  and 
an  impacted  fracture  results. 
It  is  after  such  a  fracture 
that  the  patient  frequently 
gets  up  and  walks  and 
is  suddenly  disabled  again 
when  the  impaction  is  broken 
The  two  distinctive 
features  of  this  fracture,  in 
addition  to  the  other  symptoms,  are  widening  of  the  trochanter 
and  its  backward  displacement,  due  to  fixed  external  rotation. 
Fractures  at  the  neck  of  the  femur  (Fig.  296)  is  essentially 
a  lesion  of  old  age.  the  predisposing  cause  being  .senile  changes 
in  the  bone,  which  rarefies  and  becomes  a  mere  eggshell  of 
compact  tissue  and  breaks  on  the  least  provocation, 
ca\i8ed  by  a  slight  fall  on  the  feet  or  great  trochanter.  It  may 
even  be  due  to  muscular  action,  since  this  fracture  has  occurred 


1.  ZBI.-Tki; 


J 


THE  REGION  OF  THE  HIP 


687 


Fig.  293. — Fracture  at  the  Base  ok  the  Neck  of  the  Femur. 

in  bed.    The  head  of  the  femur  is  completely  detached  from 
the  neck  and  rests  in  the  acetabulum.     Impaction  never  occurs. 


Fio.  296. — Fracture  of  the  Neck  of  the  Femur. 

The  symptoms  of  this  fracture  are  at  the  beginning  deceptive 
and  may  be  mistaken  for  contusion  of  the  hip.    The  dictum 
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of  Hodgson  may  well  be  kept  in  mind,  that  inability  of  an  elderly 
person  to  luie  the  limb  after  a  fail  upon  the  hip  should  be  deemed 
evidence  of  probable  fracture  of  the  neck  of  the  femur. 

Tillaux  Ijelieves  that  when  a  patient  following  a  traumatism 
of  the  hip  cannot  lift  the  heel  from  the  level  of  the  bed  there 
is  strong  presumption  that  a  fracture  is  present.  He  has  never 
seen  a  contusion  of  the  hip  preclude  this  movement. 

Symptoms  common  to  the  tuv  varieties  are: 

\  In  fracture  of  neck  it  is  due  to  the  weight  of 

Evcrsion  or  outward  rota-      ,  ^|?^  limb.  ..  .     ,      ^     . 

tion  of  the  limb J   In  fracture  of  ba«e  it  is  due  to  impaction  of 

I  the  pHxstenor  portion  of  the  neck.  If  the 
!  anterior  portion  of  the  neck  is  impacted, 
[  inversion  will  be  present. 
In  fracture  of  neck  it  is  due  to  overridiiu;, 
slight  at  first;  after  three  or  four  days  it 
increases.  Tliis  is  pathognomonic. 
In  fracture  at  base  it  is  due  to  alteration  of 
the  angle  and  shortening  remains  the  same. 
above "Xinaton'sHnc"  .'  In  fracturt^  of  neck  it  is  marked. 

(  In  fracture  at  base  it  is  shght. 


Short<?ning 

Elevation   of   Trochanter 


Allis  luis  ciilled  attention  to  the  effect  which  displacement 
of  the  trochautor  produces,  viz.:  relaxation  of  the  iliotibial 
Imnd  of  fascia  above  tlie  trochanter.  This  is  easily  demon- 
strated l)v  c()ni))aring  the  two  sides. 

Dislocation  of  the  Hip. — ^Tlie  hip-joint  is  one  of  great 
stren^tli,  duo  to  its  bony  conformation,  the  connecting  ligaments. 
and  tlio  surrounding  muscles.  The  capsule  is  strong  and  thick; 
it  is  reinforced  in  front  by  the  iliofemoral  or  Y-ligament.  Lux- 
ations of  the  head  of  the  femur  are  produced  by  great  violence, 
and  are  ('onseciuently  rare.  To  pro<iuce  a  dislocation  of  the 
hip  a  certain  amount  of  flexion  of  the  liml)  is  indispensable.  It 
is  always  caused  by  a  movement  of  flexion  combined  with 
a  movement  of  rotation. 

Dislocation  while  the  limb  is  in  extension  is  impossible. 
Usually  they  occur  when  the  patient  is  in  the  attitude  of 
squat tin<!:  or  in  falling  dowTi.  Whateyer  position  the  dis- 
located head  may  ultimately  assume,  the  primar>'  displacement 
is  downward  and  inward,  the  head  subsequently  takes  a  position 
which  is  determined  by  the  degree  of  flexion  or  extension,  and 
of  outward  or  inward  rotation  of  the  thigh  at  the  moment  of 
luxation  (DaCosta). 

Dislocations  of  tlie  hip  are  of  two  classes: 
I.   Backirard. 

II.  Fonmrd,  that  is,  either  anterior  or  posterior  to  a  vertical 
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line  drawn  through  the  acetabulum.  These  may  be  subdivided 
into  four  varieties,  depending  upon  the  final  location  of  the  head 
after  it  has  left  the  acetab- 
ulum. The  classification 
is  as  follows: 

I.  Backward  (Fig.  297). 
— (a)  Ischiatic:  The  head 
rests  upon  the  ischium  at  a 
level  with  the  spine,  beliind 
and  below  the  acetabulum. 

{b)  Dorsum  ilii:  The  head 
rests  upon  the  ilium,  behind 
and  above  the  acetabulum. 

II.  Forward  (Fig.  298).— 
(a)  Obturator:  The  head 
rests  on  the  obturator  for- 
amen, in  front  and  below 
the  acetabulum. 

(b)  Pubic:  The  head  rests 
upon  the  pubis  in  front  and 
above  the  acetabulum. 

Backward  dislocation  of 
the  hip  is  the  most  common, 
because  in  dislocations  of 
the  hip  there  are  three  con- 
ditions present: 

(a)  Rupture  of  the  cap- 
sule. 

{b)  Rupture  of  the  coty- 
loid ligament. 

(c)  Rupture  of  the  liga- 
mentum  teres.  The  Y-liga- 
ment  remains  untom. 

The  thinnest  and  weakest 
point  of  the  capsule  is  pos- 
terior; the  weakest  part  of 
the  cotyloid  ligament  is  pos- 
terior; the  shallowest  part 
of  the  acetabulum  is  below. 
So  the  head  of  the  bone  is  f"-  297,-b*ckward^  d»loc*tioh  or  the 
more  prone  to  break  through  .4.  i^cdiMic;  «.  dorsum  iiu. 

between  these  points. 

The  head  in  backward  dislocation  rests  either  upon  the  dor- 
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Buni  ilii  (the  mowt  comiiKiti  of  till  the  varieties)  or  in  front  of 

^ „          - -,     the  spine   of   the   ischiunj. 

H^^^^^^^^P       ^^^                 The    obturator     interuiis 
^^^^^^^^V        ^^^V*                         has    an    Importaot 
^^^^^^^^^    ^^^^L                          to    these    disIoc:i- 
^^^^^^^^M'^  ^^^g*                      ^"                    disloca- 
^^^^^^H^  ^^^^L                     the  head  escapes  under 
^^^^^^V^^^^^^Kft          t  hi- obturator  intcmus.     In 
^^^^^^HB  ^^BHp^                 dorsum                         tlie 
^^^^^^V^.      \^^Z^            ln^;id    escapes    above     this 
^^^^r     ^|^___J^                nuisfle  and  cannot  descend 
^^^^L^    j^^QB       ^^    l^'nuse  of  tlie  collar  which 
^^^^B^J^H^^^^^I    this  muscle 
^^^^^^^I^^^^^^^H        The  symptoms  are  pret«r- 
^^^^H^^n^^^^^^Hj    natural 

^^^■^P  ^^^^|F    "^  ^^^            inward;  short-  ^t 
^^^^B^n         ^^^^V^               more    pronounced    m.  ^^H 
^^^^HWl           ^^^^ft        the                           than    the^^H 
^^^^^1^            ^^^^                          The           of    the^^H 
cneiU  trochanter  lies  above  ^^^| 

■N»^r 

Meluton  s  Ime.                          ^^H 
The  head  in  forward  dia-  ^^H 
locations  rests  either  at  the  ^^H 
u!>tuTator  foramen  or  on  the  ^^^H 
pubic  bone.    The  s^'mptoms  ^^H 
arc  preternatural  imniobil- '^^^H 
ity.  rotation  of  the  limb  out-  ^^H 
ward,  and  displacement  of  ^^H 
the  trochanter  inward.     In  ^^^H 
ihe-  pubic  variety  the  limb  is-^^H 
shortened.   In  the  obturator  ^^^H 
v:>rierv  the  Hmb  appears  to  ^^H 
lH'eli>nKated.  This  is  largely  ^^1 
<hLe  to  a  compensatory  tilt-  ^^H 
hi^  of  the  pelvis.                      ^^H 
Reduction    of    Disloca-  ^^1 
tion  of  the  Hip.— The  chief    ^H 
.„                                  ^^1 

.x^:. i 

Fk..    21M>.-r.>i,w.HD   U.K..or,TioN  or  th. 

ilishing  reduction,  acting  as  a  ful 
:ts  tension  prevents  the  head  fro 

untoni    Y-ligament:   at   the    ^^H 

same  time  it  is  the  chief  aid    ^^H 

to  the   siir^reon   in   accom-    ^^H 

crum  to  the  shaft  of  the  bone.    ^^^| 

m  goin^  back  into  its  socket;    ^^H 

THE  REGIOy  OF  THE  HIP  591 

hence,  the  first  movement  is  to  relax  the  Y-ligament  by  means 
of  flexion.  The  manipulations  for  reducing  these  dislocations 
are  as  follows: 

1.  Flex  the  leg  on  the  thigh  and  the  thigh  on  the  abdomen.  This 
relaxes  the  Y-ligament  and  brings  the  head  to  the  edge  of  the 
socket. 

2.  Circumduct  the  limb  in  the  opposite  direction  to  which  the 
foot  is  pointing,  i.  e.,  in  backward  dislocations,  circumduct  out; 
in  forward  dislocations,  circumduct  in.  This  brings  the  head 
to  the  rent  in  the  capsule. 

3.  Extend  the  limb  to  bring  the  head  into  the  acetabulum. 
In  making  these  manipulations  it  is  well  to  remember  that 

the  internal  condyle  points  in  the  same  direction  as  the  head. 

Congenital  dislocation  of  the  hip  is  due  to  lack  of  devel- 
opment of  the  acetabulum  and  to  the  flat  head  and  short  neck 
of  the  femur.  If  reduction  be  made  there  is  nothing  to  hold 
it  from  slipping  out.  After  a  time  the  muscles  become  short- 
ened and  a  permanent  dislocation  is  established. 

The  method  of  Lorenz  consists  in  manipulating  the  limb 
until  the  muscles  are  stretched  and  the  head  brought  opposite 
the  acetabulum  by  forced  extension  and  abduction.  The  limb 
is  retained  in  position  for  several  weeks  by  a  plaster  cast. 

Tubercular  hip  disease  is  the  most  frequent  of  all  hip 
diseases.  It  is  essentially  a  disease  of  childhood.  It  begins 
as  a  tubercular  osteomvelitis  in  the  head  of  the  bone  or  the 
acetabulum,  and  extends  until  it  involves  all  the  structures  of 
the  joint.  There  are  many  features  in  this  disease  which  are 
of  anatomic  interest. 

1.  In  the  initial  stage  pain  is  referred  to  the  knee,  because  of 
the  distribution  of  the  obturator  nerve,  supplying  both  the  hip 
and  knee-joints.  The  irritation  of  the  nerve  at  the  hip  is 
expressed  in  pain  at  the  knee.  As  soon  as  the  STOOvia  l)ecomes 
infected  and  there  is  effusion  into  the  joint  the  thigh  is — 

2.  Flexcd,abductedySLnds\\frht\y  rotated  outward.  This  position 
produces  the  gi*eatest  laxity  of  the  capsule,  giN^ing  more  room 
for  the  fluid,  and  is  consequently  the  posture  of  greatest  ease. 

3.  Flattening  of  the  buttock  and  loss  of  the  gluteal  fold  is  not 
due  in  the  initial  stage  to  atrophy  of  the  muscles,  but  to  flexion 
of  the  hip  dependent  upon  the  attitude  of  the  thigh,  as  explained 
above.  Later,  atrophy  of  the  gluteal  muscles  may  accentuate 
this  symptom. 

4.  Apparent  lengthening  is  not  due  to  the  effusion  in  the  joint, 
but  to  tilting  of  the  pelvis  to  overcome  the  shortening  produced 
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by  flexion  and  abduction,  and  thus  restore  the  function  of  the 
affected  side  l)y  bringing  the  foot  to  the  ground. 

5.  If  a  patient  be  laid  on  his  back  and  the  affected  limb 
extended  and  brought  into  line  with  its  fellow,  two  conditions 
will  l)e  noticed:  (a)  The  pelvis  is  tilted  dowTiward  on  the  affected 
side  (apparent  lengthening),  and  (6)  the  lumbar  spine  is  arched 
forward  (lordosis),  forming  the  compensator}'  curve  which  per- 
mits the  fixed  and  flexed  thigh  to  assume  the  extended  position. 

6.  After  tlie  disease  has  progressed  sufficientl}'  to  produce 
caries  of  the  head,  softening  and  relaxation  of  the  ligaments, 
the  limb,  while  still  flexed,  reverses  its  former  attitude  and 
iHJComes  adducted  and  rotated  inward. 

Various  explanations  of  this  position  have  been  offered. 
None  are  satisfactory.  The  most  rational  explanation  of  this 
change  of  attitude  is  based  on  the  fact  that  the  obturator  nerve 
supplies  both  the  hip  and  the  adductor  muscles.  The  first 
position  wliich  tlie  limb  assumes  is  the  posture  of  greatest  ease. 
After  a  time  the  ligaments  soften  and  relax,  and  the  original 
posture  is  not  so  necessary  for  comfort.  At  the  same  time, 
irritation  of  the  obturator  nerve  is  producing  a  reflex  irritation 
in  tlie  adductor  muscles  which  causes  them  to  contract  and 
the  liml)  finally  reaches  the  position  of  the  second  stage — 
adduction  and  rotation  inward. 

7.  Apparent  Shortening. — With  the  change  in  p>osition  of 
the  liml)  to  adduction,  the  pelvis  tilts  up  on  the  affected  side, 
just  as  it  tilted  down  with  the  limb  in  abduction,  in  ortler  to 
restore  the  parallelism  of  the  limbs. 

8.  Actual  shortening  occurs  in  the  third  stage  of  the  disease, 
when  the  tissues  have  Income  disintegrated  and  the  head  of 
the  fenuir  is  either  dislocated  upward  or  the  head  of  the  bone 
is  actuallv  absorbed. 


CHAPTER  XXVIII 
THE  THIGH 

The  thigh  is  that  portion  of  tlie  lower  limb  that  extends 
between  the  region  of  the  hip  and  the  upper  border  of  the 
synovial  cul-de-sac  of  the  knee-joint,  two  fingers'  breadth 
above  the  patella.  It  corresponds  to  the  middle  part  of  the 
femur. 

The  thigh  is  the  shape  of  a  truncated  cone  with  the  base 
above.  In  men  the  surface  is  irregular  from  the  muscular 
reliefs;  in  women  it  is  nearly  round.  The  thigh  is  directed 
obliquely  downward  and  inward,  more  pronounced  in  the 
female  because  of  the  width  of  the  pelvis. 

The  skin  is  thick  and  coarse  externally,  but  internally  it  is 
thin  and  fine.  It  is  loosely  attached  to  the  subjacent  tissue, 
and  very  mobile,  so  that  the  cuff  flap  is  easily  obtained  in  cir- 
cular amputations  of  the  thigh.  The  subcutaneous  tissue 
varies  in  different  subjects.  In  the  female  it  is  very  abundant. 
The  nerves  which  supply  the  skin  are  iml)edded  in  this  tissue. 

The  fascia  lata  envelops  the  thigh  like  a  fibrous  cuff,  binding 
the  muscles  closely  together.  It  is  thickest  externally,  where 
it  forms  the  strong  iliotibial  band,  and  thinnest  at  its  inner  and 
upper  aspect.  In  case  of  a  rent  of  the  fascia  lata  the  sub- 
jacent muscle  may  protrude,  forming  a  hernia  of  the  muscle. 

From  the  fascia  are  given  off  two  prolongations  or  inter- 
muscular septa.  The  outer  extends  from  the  insertion  of  the 
gluteus  maximus  to  the  outer  condyle,  and  separates  the  vastus 
externus  from  tlie  short  head  of  the  biceps.  The  inner  sep- 
arates the  vastus  internus  from  the  adductors  and  pectineus. 

We  may  divide  the  muscles  of  the  thigh  into  those  which  are 
attached  to  the  femur  and  those  whicli  are  free.  Because  of 
this  arrangement  the  muscles  contract  unevenUj  after  circular 
amputation.  The  attached  muscles  are  the  adductors,  the 
vasti,  and  the  crureus.  The  free  muscles  are  the  sartorius, 
rectus,  biceps,  semimembranosus,  semitendinosus,  and  gracilis. 

The  femoral  artery  l)egins  at  tlie  middle  of  Poupart's 
ligament  and  terminates  at  the  lower  border  of  Hunter's  canal. 
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Its  direction  is  representeJ  by  a  line  drawn  from  the  midd] 
of  I'oupart's  ligament  to  the  posterior  surface  of  the  inten 
condyle  of  tlie  femur. 

Surgically,   tlie   femoral   arten,-   may   be   divided    into 
parts,  correspondinK  to  the  points  at  which  it  may  he  ligatet 

1.  Superior — from   Pou^ 
^                 part's  ligament  lo  the  ap 

nf  Scarpa's  triangle. 

2.  Inferior  —  Hunterll 
canal    from   the    apex 

I  Scaqia's   triangle    to 
femoral  opening  in  the  a 
ductor  magnu-s. 
Hunter's    canal 
I  three-sided     fibromiiscvilai 
space  occupyinji  the  mid-] 
die  thiril  of  the  thigh  andM 
contains    the    femoruj 
ter\',  femoral  vein,  and  thej 
long  saphenous  nerve. 

It  is  roofed  in  by  the  sar- 

toriiis  muscle  and  a  fibrous 

expansion    which   extends 

1  from  the   vastus   intermis 

■oas  the  femoral  vessels 

J  to  the  adductors.     On  the 

I  outer  side  it   is   bounded 

by    ihe    vastus    intemus; 

the  adductors  longus  and 

magnus  constitute  the  in-, 

I  ner  boundan,'.     The  ^ 

iid  artery  are  enclosed  i 
I  their  own  sheath ;  the  vein 

lying  behind   and  on  1 
I  outer  side  of  the  artery  i 
f-,„,  ^>99_ii,;stKH'si.-KN.i.  AspCoNTE-r-m.     often    adherent    to   it, 

that  separation  is  some*] 
times  difficult.  The  nerve  lies  at  first  on  the  outer  side  and  J 
then  in  front  of  the  artery  (Fig.  299). 

The  important  relation  of  the  femoral   vein  and  artery  is 
easily  rememliered   by  recalling  the  relation  of  the  sartorius  I 
muscle,  and  remembering  that  the  relation  of  the  vein  is  just  1 
the  reverse.    Thus,  at  the  base  of  Scarpa's  triangle  the  muscle  if 
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on  the  outer  side  and  the  vein  is  to  the  inner  side.  At  the  apex 
of  the  triangle  the  muscle  is  directly  over  the  artery,  the  vein 
is  directly  behind  it;  in  Hunter's  canal  the  sartorius  is  above 
and  to  the  inner  side,  the  vein  is  beneath  and  to  the  outer  side 
(relation  of  the  letter  X). 

Ligation  of  the  artery  in  Hunter  s  canal  is  usually  performed 
for  popliteal  aneurysm.  An  incision  is  made  over  the  line  of 
the  artery  in  the  middle  of  the  tliigh.  The  skin  and  fascia 
having  been  divided,  the  sartorius  muscle  is  recognized  by  the 
direction  of  its  fibers  and  drawn  inward.  The  aponeurotic 
roof  of  the  canal  extending  from  the  adductors  to  the  vastus 
internus,  having  been  exposed,  is  divided  and  the  sheath  of 
the  vessels  recognized  and  opened.  The  vein  lies  to  the  outer 
side  of  the  artery  and  the  ligature  is  passed  from  without 
inward. 

Anomalies  of  the  Femoral  Artery. — ^The  artery  has  been 
found  dividing  into  two  trunks  below  the  origin  of  the  pro- 
funda, and  uniting  again  at  the  lower  border  of  Hunter's  canal, 
to  form  a  single  popliteal  artery.  The  artery  has  been  found 
in  the  back  of  the  thigh,  making  its  exit  from  the  pelvis  through 
the  great  sacrosciatic  foramen  and  accompanying  the  great 
sciatic  nerve  to  the  popliteal  space,  where  it  assumed  its  normal 
course  (DaCosta). 

The  great  sacrosciatic  nerve  at  the  back  of  the  thigh  is 
situated  between  the  adductor  magnus  in  front  and  the  biceps 
behind;  at  the  lower  third  of  the  thigh  (the  popliteal  space) 
it  divides  into  the  internal  and  external  popliteal  nerves. 

It  is  the  cause  of  stump  neuralgia  after  amputation,  when 
it  has  not  been  pulled  down  and  sufficiently  excised. 

The  superficial  li/mphatics  occupy  the  internal  surface  and 
empty  into  the  superficial  glands  of  the  groin. 

The  deep  lymphatics  accompany  the  vessels  and  empty  into 
the  glands  which  occupy  the  crural  canal. 

Fracture  of  the  Femur. — ^The  shaft  of  the  femur  may  be 
broken  at  any  point,  but  is  most  common  at  the  middle  third 
of  the  bone  (Fig.  300).  The  fracture  is  usually  oblique,  although 
in  children  it  is  frequently  transverse  and  subperiosteal,  a  con- 
dition which,  while  favorable  for  treatment,  may  lead  to  errors 
in  diagnosis  because  of  lack  of  deformity  and  absence  of  crep- 
itation. The  obliquity  of  these  fractures  in  the-  adult  gives 
rise  to  considerable  displacement  and  it  is  often  a  serious 
difficulty  to  prevent  shortening.  The  lower  fragment  is  usually 
drawn  up  behind  the  upper  by  the  hamstrings.    The  lower 
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extremity  of  the  upper  fragment  is  tilted  forward  by  the  pres- 
sure of  the  lower  fragment  and  by  the  aid  of  the  psoas  muscle. 
There  results  an  angular  deformity  which  cannot  always  be 

completely  reduced,  even  with  exten- 
sion, and  under  the  best  treatment  it 
is  exceptional  to  get  a  result  without 
some  degree  of  shortening.  It  is  well 
to  remember  in  this  connection  that 
normal  limbs  are  not  always  of  equal 
length,  and  if,  after  a  fracture  of  the 
femur,  the  shortening  is  not  more  than 
an  inch,  the  result  should  be  considered 
good. 

The  femur  is  frequently  the  site  of 
osteomyelitw    of    adolescence.      Its    fre- 
quency here  is  undoubtedly  due  to  ex- 
posure  to  injury,  which  is  often    the 
exciting  cause  of  the  disease.      Early 
drainage  of  the  lx)ne  is  the  important 
consideration,  and  the  point  of    elec- 
tion for  opening  the  abscess  is  on  the 
anterior  and  external    surface,   where 
there    are    no    important    vessels    or 
nerves.      Necrosis   of    the   femur  fre- 
quently   follows    osteomyelitis,    espe- 
ciallv  when  the  treatment  of  the  acute 
process  has  been  delayed.     Sometimes 
the    sequestrum    occupies    the    entire 
diaphysis,  in  which  case  it  is  necessary 
to  amputate  the  limb. 
Sarcoma  is  frequently  found  in  the  femur,  originating  either 
in  the  periosteum  or  in  the  medullary  cavity.     If  it  appears 
in  the  upper  portion  of  the  thigh,  it  is  inoperable;  if  in  the 
lower  portion,  it  may  be  treated  by  amputation  at  the  hip. 
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CHAPTER  XXIX 

THE  REGION  OF  THE  KNEE 

The  region  of  the  knee  comprises  the  articulation  and  the 
soft  parts  surrounding  it.  It  extends  above,  to  the  upper 
border  of  the  synovial  cul-de-sac — two  fingers'  breadth  above 
the  patella;  below,  to  the  tuberosity  of  the  tibia.  Anteriorly, 
the  median  line  is  occupied  by  the  patella;  on  each  side  is  a  well- 
marked  depression  which  disappeai-s  when  there  is  fluid  in  the 
joint;  above  is  a  slight  depression  which  corresponds  to  the 
superior  synovial  cul-de-sac  which  l^ecomes  prominent  in  case  of 
intra-articular  effusion;  below,  is  a  large  flat  tendon,  the 
ligamentum  patellae,  which  becomes  prominent  w^hen  the  leg  is 
extended,  and  is  attached  below  to  the  tuberosity  of  the  tibia. 

Laterally,  we  note  the  prominence  of  the  condyles,  especially 
the  inner  condyle,  which  forms  the  rounded  eminence  so  con- 
spicuous on  this  part  of  the  joint.  Below  this  is  the  inner 
tul)erosity  of  the  tibia,  and  l^etween  the  condyle  and  the  latter 
process  can  be  palpated  the  interarticular  line;  on  the  inner 
condyle  can  be  felt  the  adductor  tubercle.  The  head  of  the 
fibula  forms  a  prominence  on  the  outer  side  and  on  a  level 
with  the  tubercle  of  the  tibia.  Most  of  these  surface  markings 
about  the  knee-joint  increase  with  extension,  diminish  with 
flexion,  and  disappear  in  effusion  in  the  joint. 

The  skin  in  front  is  thick,  becoming  thinner  toward  the  sides. 
It  is  loosely  attached  and  glides  easily  over  the  subjacent  struc- 
tures. This  is  a  means  of  protection  to  the  joint,  since  the 
gliding  skin  tends  to  direct  violence  away  from  the  articula- 
tion. It  also  permits  loose  cartilages  to  l:>e  located  and  removed 
and  the  joint  so  entered  that  the  skin  incision  does  not  corre- 
spond to  the  opening  into  the  capsule,  an  excellent  precaution 
against  the  entrance  of  infection. 

The  deep  fascia  of  the  knee-joint  is  a  continuation  of  that 
of  the  thigh.  It  completely  envelops  the  knee-joint,  forms 
a  sheath  for  the  quadriceps  tendon,  passes  in  front  of  the 
patella  w^ithout  adhering  to  it,  is  inserted  l^elow  into  the  internal 
and  external  tuberosities  of  the  tibia  and  the  head  of  the  fibula, 
and  continues  below  with  the  aponeurosis  of  the  leg. 
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The  prepatellar  bursa  is  situated  in  front  of  the  periosteum 
of  the  patella  and  behind  the  deep  fascia.     In  people  whose 
occupations  require  a  kneeling  posture,  such  as  scrubwomen  and 
certain  mechanics,  an  inflammatory  process  may  be  set  up  in 
this  bursa  which  results  in  enlargement,  distention  w^th  serous 
fluid,  or  sometimes  pus.    This  condition  is  known  as  prepaidlar 
bursitis  or  '"housemaid's  kneey     Housemaid's  knee  and  syno- 
vitis of  the  joint  will  not  be  confounded  if  it  is  remembered 
that  in  the  former  the  fluid  is  above  the  patella,    while  in 
synovitis  the  patella  is  above  the  fluid.    There  is  also  a  small 
bursa  between  the  ligamentum  patellae  and  the  tubercle  of  the 
tibia.     When  inflamed  it  is  \evy  painful  because  of  the  rigidity 
of  the  surrounding  structures.     It  may  sometimes  communicate 
with  the  joint,  and  cases  are  reported  where  incision  of  the  bursa 
has  led  to  suppuration  of  the  articulation  (Treves). 

The  Circiunpatellar  Anastomosis. — Around  the  patella  and 
about  the  contiguous  end  of  the  femur  and  tibia  is  formed  a 
rich  anastomotic  circle.     This  anastomosis  is  formed  by  the  two 
internal  and  two  external  articular  branches  of  the  popliteal, 
the  anastomotica  magna,  the  descending  branch  of  the  circum- 
flex,  and  tlie  recurrent  branch  of  the  anterior  tibial.     The 
anastomoses  of  these  vessels  form  two  arches.    The  superficial 
arch    runs  between   the  skin  and    fascia  about  the    patella. 
The  deep  arch  lies  on  the  surface  of  the  lower  end    of   the 
femur  and  upper  end  of  the  tibia,  supplying  branches  to  the 
contiguous  bones  and  numerous  offsets  into  the  joint.     Through 
this  anastomosis  the  collateral  circulation  is  established  after 
ligature  of  the  popliteal  artery. 

The  nerves  of  the  knee-joint  are  derived  from  the  obturator, 
the  anterior  crural,  and  internal  and  external  popliteal. 

Pain  about  the  knee  is  not  only  symptomatic  of  disease  in 
the  knee,  but,  owing  to  the  nerve  supply,  it  is  frequently  an 
indication  of  disease  far  removed  from  the  knee,  but  sharing  the 
same  nerve  supply.  Such  conditions  as  disease  of  the  cord 
in  the  neighl)orhood  of  the  third  and  fourth  lumbar  vertebrae. 
pressure  on  the  trunk  of  the  anterior  crural,  obturator,  or 
sciatic,  and  disease  of  the  hip-joint  may  be  manifested  by 
pain  in  the  knee. 

The  popliteal  space  in  the  lower  extremity  may  be  com- 
pared to  the  tend  of  the  elbow  in  the  upper  extremity.  It 
contains  large  vascular  and  nerve  trunks  which  supply  the 
leg.  Wounds  in  this  region,  while  rare,  are  very  dangerous, 
since  they  may  involve  the  artery,  vein,  or  nerve.    This  space 
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is  a,  lozenge-shaped  depression  situuted  behind  the  knee,  the 
depression  being  caused  by  the  hollow  which  lies  behind  the 
two  condyles  of  the  femur.  The  boundaries  above  are  the 
biceps  externally,  the  tendons  of  the  semitendinosus  and 
semimembranosus  and  gracilis  internally,  below  the  two  heads 


Fin.  301.— The 


of  the  gastrocnemius  (Fig.  301).  The  floor  is  formed  by  the 
lower  part  of  the  posterior  surface  of  the  femur,  the  posterior 
ligament  of  the  joint,  and  the  popliteus  muscle.  The  roof  is 
covereil  in  by  the  fascia  lata.  The  skin  ro\-ering  the  space  is 
thin  and  smooth.     When  destroye<l  by  a  Imrn,  a  contracting 
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cicatrix  may  result  which  permanently  flexes  the  knee.  The 
transverse  fold  formed  by  the  flexion  of  the  leg  on  the  thigh 
does  not  correspond  to  the  interarticular  line;  it  is  a  little  above. 

The  subcutaneous  tissue  in  the  median  line  is  traversed  bv 
the  external  saphenous  vein;  it  pierces  the  fascia  lata  at  the 
middle  of  the  space  and  empties  into  the  popliteal  vein.     The 
fascia  lata  is  a  prolongation  of  the  aponeurosis  of  the  thigh 
and  is  continuous  below  with  the  fascia  of  the  leg.     It  is  very 
dense  and  restrains  the  growth  of  tumors  and  the  progress  of 
abscesses  toward  the  surface.    The  unyielding   character  of 
the  fascia  masks  the  presence  of  pus  and  extensive  destructive 
changes  may  go  on  tefore  it  is  discovered.     The  pus  is  prac- 
tically contained  in  a  fibro-osseous  tube  from  which  it  may 
escape  above  into  the  thigh  or  below  into  the  leg.     Elariy 
incision  and  free  drainage  should  be  provided  before  extensive 
infiltration  occurs,  or  amputation  may  be  necessary. 

The  hamstring  muscles  are  frequently  the  site  of  con- 
tractures in  diseases  of  the  knee-joint  when  it  is  not  immobilized 
in  extension.  The  leg  is  flexed  by  degrees  on  the  thigh  and 
the  tibia  dra^^^l  slowly  backward  until  a  partial  backward 
luxation  results.  This  condition  is  frequently  observed  in 
tiil)eiTuhir  knee. 

The  biceps  arises  from  the  tuberosity  of  the  ischium  and 
the  outer  lip  of  the  linea  aspera;  it  is  inserted  into  the  outer 
side  ot  the  head  of  the  fibula.  The  tendon  of  this  muscle  farms 
the  outer  hamstri7ig. 

Its  action  is  to  flex  the  leg  and  rotate  it  slightly  outward. 
Its  nerve  is  the  jireat  sciatic. 

It  is  very  frequently  the  cause  of  permanent  flexion  and 
(causes  a  formidable  resistance  to  extension  of  the  leg.  If  the 
muscle  cannot  l)e  stretched  under  anesthesia,  it  is  necessar>"  to 
do  a  tenotomy  of  the  biceps  tendon. 

In  performing  this  operation  remember  that  the  external 
popliteal  nerve  hugs  the  inner  border  of  the  biceps  tendon  and 
that  in  a  aubeutaneous  tenotomy  it  is  liable  to  be  severed  and 
paralj/sis  of  the  external  muscles  of  the  leg  result.  To  avoid  this 
accident  it  is  much  wiser  to  do  an  open  operation. 

The  semitendinosus  is  remarkable  for  the  length  of  its 
tendon.  It  arises  from  the  tuberosity  of  the  ischium  and  Is 
inserted  by  a  long  tendon  into  the  upper  and  inner  surface  of 
the  tii)ia.  from  which  it  is  separated  by  a  bursa.  Its  action  is 
to  flex  the  leg  and  rotate  it  slightly  inward.  Its  neree  is  the 
great  sciatic.     This  muscle  is  often  the  subject  of  contractures 
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in  tubercular  knee,  but  tenotomy  of  the  tendon  presents  no 
difficulties. 

The  semimembranosus  is  attached  to  the  tuberosity  of  the 
ischium  and  inserted  into  the  inner  and  back  part  of  the  tibia. 
It  flexes  the  leg  and  rotates  it  slightly  inward.  Its  nerve  is 
the  great  sciatic.  It  does  not  participate  in  contractures 
to  the  extent  of  the  other  flexors.  It  is  associated  with  a  large 
bursa,  which  separates  it  from  the  internal  head  of  the  gastroc- 
nemius and  will  be  described  separately. 

The  two  preceding  muscles  with  the  gracilis  form  the  inner  ham- 
strings. The  semitendinosus,  the  gracilis,  and  the  sartorius  pass 
over  the  internal  condyle  of  the  femur,  from  l^ehind  forward,  in 
the  order  named.  They  are  separated  from  the  internal  lateral 
ligament  of  the  knee  by  a  bursa,  the  bursa  anserinay  which  some- 
times becomes  inflamed  and  is  the  site  of  serous  effusion.  It  will 
be  noted  that  the  hamstring  muscles  are  all  supplied  by  the  great 
sciatic  nerve.  This  nerve  also  supplies  the  knee-joint,  and  may 
explain  the  contractures  of  these  muscles  in  disease  of  the  joint. 
The  two  heads  of  the  gastrocnemius  form  the  lower  borders  of  the 
popliteal  space.  The  external  head  is  covered  by  the  biceps, 
the  internal  head  by  the  semimembranosus.  Between  the 
internal  head  and  the  fibrous  capsule  of  the  joint  is  a  bursa 
which  sometimes  communicates  with  the  joint  by  means  of 
an  opening  in  the  capsule. 

The  popliteus  muscle  occupies  the  bottom  of  the  popliteal 
space.  It  arises  from  the  outer  side  of  the  external  condyle 
of  the  femur  and  the  posterior  ligament  of  the  knee-joint, 
passes  obliquely  downward  and  inward,  and  is  inserted  into 
the  posterior  surface  of  the  shaft  of  the  tibia  above  the  oblique 
line.  A  bursa  is  placed  between  the  condyle  and  the  muscle. 
The  tendon  of  the  muscle  is  covered  by  the  external  lateral 
ligament  of  the  joint  and  it  grooves  the  external  semilunar 
cartilage,  being  enclosed  in  a  prolongation  of  synovial  mem- 
brane of  the  joint. 

The  bursae  of  the  popliteal  space  are  numerous,  and  play 
an  important  r6le  in  the  diagnosis  of  cystic  tumors  of  this 
region.  The  most  important  of  these  is  the  constant  and  well- 
developed  bursa  between  the  tendon  of  the  semimembranosus 
and  the  internal  head  of  the  gastrocnemius.  It  is  nearly 
always  the  site  of  cysts  of  the  popliteal  space.  It  is  well  in 
differentiating  these  cysts  to  remember  that  they  are  usually 
situated  in  the  lower  part  of  the  popliteal  space  toward  the 
inner  side  and  away  from  the  median  line. 


602  THE  LOWER  EXTREMITY 

The  contents  oj  the  popliteal  space  are  the  popliteal  artery  and 
vein,  the  internul  and  external  popliteal  nerves,  and  the  lym- 
phatic glands. 

The  popliteal  artery  begins  at  the  opening  of  the  adductor 
magnus  and  ends  at  the  lower  border  of  the  popHteus  muscle. 
The  artery  enters  the  top  of  the  space  in  Lompany  with  the  vein. 
It  lies  successively  on  the  posterior  surface  of  the  femur,  the 
posterior  ligiment  of  the  joint  and  the  poplileus  muscle. 
From  the  posterior  surface  of  the  femur  it  ih  separated  by 
a  considerable  spue  whith  11  filled  with  cellular  tissue;  from 
the  head  of  the  tibi.i  it  is  separated  onl}  b\  the  posterior  lig- 


ament of  the  joint  Hence  m  rejection  of  the  condi/le  of  the 
femur  the  art<r  /  if  not  so  much  in  danqer  as  in  re'iecling  the  head 
of  the  tibia:  here  the  popliteal  vessels,  mu'it  be  pushed  away 
and  the  head  removed  h\  sawing  from  liehind  forward. 

In  the  backw  inl  luxation  of  tul>ercu!ar  knee  the  artery  is 
progressively  idju^ed  to  this  condition  but  in  reducing  the 
luxation  there  is  danger  of  rupturing  the  vessel  This  applies 
with  equal  force  to  traumatic  dislocations  of  the  knee  backward. 

Relations. — The  pophteal  vein  is  Iiehind  the  arterj',  and 
sometimes  the  relationship  is  so  intimvte  from  adherence  of 
their  coats  thit  iigition  is  rendered  difficult  Behind  the 
vein  is  the  intern  li  pophted  neive     Thus   the  relition  of  the 
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structures  from  before  backward  are  artery,  vein,  nerve  (Fig. 
302). 

Ligation  of  the  popliteal  artery  is  seldom  performed 
except  for  wounds.  In  case  of  aneurysm  the  superficial  femoral 
is  tied.  Tvx)  causes  render  the  ligation  difficult:  the  external 
depth  of  the  vessel  and  the  intimate  adhesions  which  connect  it 
with  the  vein.  The  simplest  ligation  is  made  in  the  upper  part 
of  its  coui-se  by  approaching  it  from  the  inner  side.  With  the 
knee  flexed  and  abducted  a  3-in.  incision  is  made  parallel  to 
and  immediately  behind  the  tendon  of  the  adductor  magnus, 
in  the  gap  which  can  be  felt  with  the  fingers  in  front  of  the 
semimembranosus  and  gracilis.  After  the  superficial  and  deep 
fascia  have  been  incised,  the  tendon  of  the  adductor  magnus 
is  drawn  forward  and  the  hamstring  tendons  backward.  By 
working  toward  the  back  of  the  femur  the  pulsations  of  the 
artery  will  be  felt.  The  vein  lies  l)ehind  and  somewhat  to  its 
outer  side.  In  passing  the  ligature  the  close  relationship 
between  the  artery  and  vein  must  he  kept  in  mind.  The 
objection  to  an  incision  on  the  back  of  the  limb  for  this  ligation 
is  the  fact  that  the  vein  and  the  nerve  lie  on  top  of  the  artery 
and  there  is  great  difficulty  in  separating  them. 

Popliteal  Aneurysm. — The  popliteal  artery  is  more  fre- 
quently the  seat  of  aneurysm  than  any  other  artery  of  the  body, 
with  the  exception  of  the  thoracic  aorta.  This  is  probably  due 
to  its  location,  which  constantly  subjects  it,  in  walking,  to 
alternate  distention  and  relaxation.  Forcible  and  sudden 
extension  of  the  limb  would  undoubtedly  throw  an  extra  strain 
upon  its  coats,  and  while  in  the  normal  vessel  no  damage 
might  result,  yet,  if  the  coats  were  diseased,  they  would,  under 
such  circumstances,  rupture.  The  relations  of  the  arterj'  to 
the  vein  and  nerve  explain  the  edema  of  the  leg  from  pressure 
on  the  vein  and  the  pain  from  pressure  on  the  nerve  which 
follow  in  the  w^ake  of  popliteal  aneurysm.  These  factors  also 
contribute  to  the  production  of  gangrene.  When  the  leg  is 
forcibly  flexed  on  the  thigh,  pulsations  in  the  sac  cease,  and  this 
attitude  has  been  utilized  as  one  of  the  procedures  in  curing 
popliteal  aneurysm.  Ligation  of  the  superficial  femoral, 
however,  will  give  more  exact  results. 

The  popliteal  vein  lies  immediately  behind  the  artery  to 
which  it  is  intimately  connected.  Because  of  the  thickness  of 
its  walls,  its  adherence  to  the  artery,  and  its  tendency  to  gape 
open  after  section,  Tillaux  says  that  it  differs  from  all  other 
veins.     This  hypertrophy  of  its  walls  is  undoubtedly  due  to  its 
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adaptation    to    function — alternate    flexion    and    extension — 
caused  by  the  movements  of  the  limb. 

At  the  upper  part  of  the  space  it  receives  the  external  saphr- 
erums  veiriy  which  pierces  the  aponeurosis.  This  vein  is  much 
less  frequently  varicosed  than  the  internal  saphenous,  because 
of  the  support  it  receives  from  the  deep  fascia. 

The  internal  popliteal  nerve  is  really  a  continuation  of  the 
sciatic.  It  is  the  larger  of  the  two  divisions  and  lies  behind  the 
popliteal  vein.  At  the  lower  border  of  the  popliteus  it  becomes 
the  posterior  tibial  nerve. 

The  external  popliteal  nerve,  about  half  the  size  of  the 
internal  popliteal,  descends  obliquely  along  the  outer  side  of 
the  popliteal  space,  across  the  external  head  of  the  gastroc- 
nemius, accompanies  the  biceps  tendon,  and  winds  around 
the  neck  of  the  fibula,  between  the  peroneus  longus  and  the 
bone,  dividing  into  the  anterior  tibial  and  musculocutaneous 
nerves.  The  danger  of  wounding  this  nerve  in  dividing  the 
biceps  tendon  has  already  been  mentioned.  The  same  applies 
in  resecting  the  head  of  the  fibula.  This  nerve  can  be  com- 
pressed as  it  winds  around  the  neck  of  the  fibula  and  is  one  of 
the  painful  points  in  sciatic  neuralgia. 

The  popliteal  lymphatics  are  four  or  five  in  number,  lodg^ 
in  the  loose  connective  tissue  in  the  depths  of  the  space. 
These  glands  may  enlarge  and  form  an  abscess  from  infection 
of  the  foot,  and  also  become  the  seat  of  neoplasms  which  are 
difficult  to  diagnose,  especially  when  they  lie  in  the  median  line. 

Synovial  cysts  of  the  popliteal  space  may  follow — 

(a)  Chronic  distention  of  the  knee-joint,  the  internal  pressure 
causing  the  synovial  membrane  to  protrutle  through  the  weak 
spots  in  the  capsule  (Sutton).  These  are  the  articular  syn- 
ovial ci/sLs.  Tliey  occupy  the  median  line  and  are  soft  and 
easily  reduced  when  the  leg  is  flexed. 

(b)  They  may  be  due  to  bursae  which  lie  beneath  the  adja- 
cent tendons  and,  becoming  enlarged,  communicate  with  the 
s\Tiovial  cavity  of  the  joint.  They  are  most  frequently  associ- 
ated with  the  semimembranosus  bursa,  and  occupy  the  sides, 
especially  the  internal  side.  They  are  hard,  resistant,  and  non- 
reducible. 

The  knee«joint  is  the  most  extensive  and  the  most  com- 
plicated articulation  in  the  human  body.  It  is  a  huge  joint, 
dependin^i;  for  its  strength  not  upon  the  bony  conformation 
of  the  articular  surfaces,  but  upon  the  powerful  ligaments, 
the  muscles,  and  fascia  which  surround  it.     The  bones  forming 
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the  knee-joint  are  the  femur,  tibia,  and  patella.  The  lower 
end  of  the  femur  consists  of  two  large  eminences,  the  internal 
and  external  condyles.      In  front  they  merge  together  and 


form  the  trochlear  surface,  on  which  the  posterior  surface  of 
the  patella  glides  in  fie.\ion  and  extension  of  the  leg.  Behind, 
the  condyles  are  separated  by  a  large  notch,  the  intercondi/i&id 
notch,  to  the  sides  of  which  the  cnicial  ligaments  are  attached. 
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The  internal  condyle  is  narrower  and  longer  than  the  external 
condyle.  They  are  not  on  the  same  level,  the  internal  being 
lower  than  the  external.  The  articular  surface  of  the  tibia, 
however,  is  perfectly  horizontal;  hence,  in  the  articulation 
between  the  femur  and  tibia  it  is  necessary  for  the  femur  to 
meet  the  tibia  at  an  angle  in  ordef  that  the  two  unequal  con- 
dyles may  rest  on  a  horizontal  plane.  Thus,  the  axis  of  the 
femur  and  the  axis  of  the  tibia  do  not  form  a  straight  line,  but 
a  line  broken  at  the  level  of  the  knee  by  an  obtuse  angle  open 
externally  (Fig.  303).  This  diminishes  the  pressure  which 
would  be  produced  if  the  bones  were  perfectly  vertical. 

The  knee,  therefore,  naturally  inclines  inward.  When  this 
angle  becomes  exaggerated  to  the  extent  of  a  deformity,  it  pro- 
duces a  condition  known  as  genu  valgum  or  *'  knock-knee." 
Tillaux  asserts  that  this  is  due  not  to  feeble  ligaments  or  to  mus- 
cular contraction,  but  to  a  disproportionate  development  of  the 
two  condyles.  The  trouble  is  in  the  ossification  of  the  femur, 
physiologic  activity  being  greater  in  the  internal  condyle  than 
in  the  external  condyle.  In  estimating  the  degree  of  knock- 
knee  tlie  patient  should  be  lying  down,  with  the  limbs  fully 
extended  and  the  two  knees  in  contact.  The  amount  of  sep- 
aration between  the  two  internal  malleoli  measures  the  amount 
of  deformity.  The  deviation  is  corrected  when  the  two  internal 
malleoli  can  be  put  together  and  the  knees  touch. 

Genu  valgum  is  treated  by  apparatus,  suitable  only 
for  children  before  the  fourteenth  year;  by  forcible  correc- 
tion, by  detaching  the  epiphysis,  and  by  osteotomy  for 
deformities  of  a  pronounced  type.  Macewen's  supracondyloid 
osteotomy  is  usually  performed.  It  consists  of  a  partial 
division  of  the  shaft  of  the  femur  above  the  internal  condyle, 
the  operation  being  completed  by  forcible  fracture.  The 
limb  is  immobilized  in  the  corrected  position  by  a  plaster  splint. 

Genu  varum  is  the  opposite  of  knock-knee.  The  knee  bows 
out.  It  is  caused  by  inequality  in  the  development  of  the 
condyles  of  the  femur  and  is  almost  exclusively  found  in  chil- 
dren. In  the  milder  forms  it  may  be  corrected  by  apparatus, 
but  in  the  severe  cases  osteotomy  is  required. 

Sarcoma  sometimes  develops  in  the  condyles  of  the  femur. 
It  is  more  liable  to  occur  during  adolescence,  and  in  the 
early  stages  rs  ivith  difficvlty  differentiated  from  tvbercuiar  knee. 

The  head  of  the  tibia  is  surmounted  bv  an  articular  surface 
presenting  two  shallow  cavities,  separated  by  an  osseous  ridge — 
the  spine  of  the  tibia.    These  shallow  cavities  are  deepened  by 
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the  semilunar  cartilages  (Fig.  304),  two  fibrocartilages,  cres- 
eentic  in  form,  placed  on  top  of  the  articular  surface  of  the 
tibia  to  deepen  the  cavities  which  receive  the  condyles  of  the 
femur.  The  outer  margin  is  thick  and  tapers  down  to  the 
inner  edge,  which  is  thin  and  sharp.  The  upper  surfaces  are 
concave  for  articulation  with  the  condyles,  their  lower  sur- 
faces are  flat  and  rest  upon  the  he:id  of  the  tibia  (Gray).  The 
semilunar  cartilages  are  solidly  fixed  to  the  tibia  and  follow  it 
in  its  various  displacements. 

The  patella  is  a  sesamoid  bone  developed  in  the  tendon  of 
the  quadriceps  extensor.  It  is  covered  posteriorly  by  cartilage 
and  articulates  with  the  anterior  surface  of  the  femur.  It  is 
a  fiat  bone,  triangular  in  shape,  with  the  ba.se  above  and  the 
apex  below.     When  the  limb  is  extended  the  patella  is  movable. 


when  it  is  flexed  the  tendon  is  taut  and  the  patella  is  firmly 
held  in  the  trochlear  groove,  acting  as  a  protection  to  the 
articulation.  A  horizontal  line  pa.ssing  around  the  knee  at  the 
apex  of  the  patella  corresponds  to  the  interarticular  line 
(TiUaux). 

Cases  of  congenital  absence  of  the  patella  are  reported,  but 
tliey  are  rare. 

The  ligamentum  patellfe  was  originally  a  continuation  of 
the  quadriceps  tendon.  After  complete  ossification  of  the 
patella  it  becomes  a  distinct  ligament.  It  is  attached  to  the 
apex  of  the  patella  and  inserted  into  the  tubercle  of  the  tibia 
supplj-ing  the  place  of  an  anterior  ligament.  The  direction  of 
the  quadriceps  tendon  is  that  of  the  thigh,  while  the  direction 
of  the  ligamentum  patellsE  is  that  of  the  leg;  hence,  there  is 
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a  similar  obtuse  ang^e  formed  at  the  patella  as  exists  between 
the  bones.  In  contraction  of  the  quadriceps  muscle  this  angle 
tends  to  correct  itself  and  the  patella  is  carried  externally.  The 
patella  is  prevented  from  frequent  dislocation  outward  by  the 
lateral  patellar  Ugatnenls,  which  are  prolongations  of  the  fascia, 
and  pass  from  the  edges  of  the  patella  to  the  tibia  and  head  of 
the  fibula. 

Fracture  of  the  patella  is  almost  always  the  result  of  musi- 
cular    action.     The   patient   stumbles,    and   in    an    effort    to 


save  himself  from  falling  the  patella  is  broken.  Clearly 
there  is  no  direct  blow  to  the  patella  in  such  a  case,  but  the 
quadriceps  mu-^de  is  brought  into  sud<len  and  violent  con- 
traction wliile  the  knee  is  partially  flexed,  a  great  strain  is 
broufjht  to  bear  on  the  patella  as  it  pivots  against  the  trochlear 
surface  of  the  femur,  and.  as  a  result,  it  is  broken  just  as  a  stick 
is  broken  over  the  knee- 

These  Imclurex  iirr  o?icaj/s  tranfversc.  somewhere  between  the 
apex  and  base.  The  lower  fragment  remains  in  place,  the 
upper  fragment  is  drawn  up  by  the  quadriceps  muscle,  and 
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considerable  separation  results,  which  is  later  increased  by 
effusion  into  the  joint.  As  the  separation  of  the  fragments 
takes  place,  the  fascia  on  top  of  the  patella  is  stretched,  thinned 
out,  finally  torn;  and  falls  in  between  the  fragments,  forming 
an  interposition  of  fibrous  tissue  which  is  the  cause  of  two 
important  phenomena  (Fig.  305): 

(a)  It  'prevents  bony  union,  unless  removed, 

(6)  It  'prevents  crepitus. 

In  the  treatment  of  fractures  of  the  patella  (caused  by  mus- 
cular action)  aU  forms  of  treatment  except  open  operation  must 
result  in  fibrous  union,  because  of  the  fibrous  curtain  which  has 
dropped  between  the  two  fragments.  Only  open  operation,  re- 
moval of  the  fibrous  curtain,  and  coaptation  of  the  fragments 
can  result  in  bony  union. 

Fracture  of  the  patella  occasionally  occurs  by  direct  vio- 
lence— a  direct  blow  or  fall  on  the  patella.  In  these  cases  the 
bone  is  comminuted,  there  is  little  or  no  separation  of  the 
fragments,  no  interposition  of  fibrous  tissue  between  the  frag- 
ments, crepitus  is  distinct,  and  open  operation  is  not  necessary 
to  obtain  good  union.  It  is  a  good  rule  in  every  case  of  obscure 
injury  to  the  knee  to  exclude  fracture  of  the  patella,  before  searching 
further. 

Dislocation  of  the  patella  is  generally  outward  and  is 
specially  apt  to  occur  in  knock-kneed  subjects.  It  is  due  to 
muscular  contraction.  The  femur  and  leg  normally  form  an 
angle  at  the  knee,  but  the  quadriceps  contracts  in  a  straight  line; 
hence  the  tendency  is  to  throw  the  patella  outward.  Occa- 
sionally the  patella  is  dislocated  on  its  edge.  The  internal  or 
external  lateral  edge  of  the  patella  lies  in  the  median  depres- 
sion between  the  condyles.  While  muscular  action  is  un- 
doubtedly the  cause,  no  rational  explanation  has  yet  been 
advanced. 

Occasionally  rupture  of  the  ligamentum  patellce  occurs  from 
violent  contraction  of  the  quadriceps.  The  ligament  may  be 
torn  from  its  insertion  in  the  tul^ercle  of  the  tibia,  at  the  patella, 
or  at  the  middle.  Suture  of  the  tendon  should  he  done.  With- 
out treatment,  function  of  the  limb  is  serioiu'^ly  interfered  rvith. 

The  posterior  ligament  is  a  fibrous  band  attached  above 
to  the  intercondyloid  notch  and  below  to  the  posterior  margin 
of  the  head  of  the  tibia.  It  is  perforated  by  a  number  of 
apertures  which  give  exit  to  the  vessels  and  nerves  of  the 
joint. 

The  lateral  ligaments  are  so  attached  that  they  are  nearer 

39 
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the  posterior  surface   and   thus   check   overextension.     They 
are  tense  in  extension  and  relaxed  in   flexion. 

The  crucial  ligaments  are  two  powerful  interosseous  liga- 
ments, occupying  the  interior  of  the  joint  and  situated  nearer 
the  posterior  portion.  They  are  so  named  because  they  cross 
each  other  like  the  letter  X.  These  ligaments  prevent  dis- 
placements of  the  articular  surfaces  in  an  anteroposterior  direc- 
tion and  especially  check  inw^ard  rotation  of  the  leg.  In  tuber- 
cular knee  these  ligaments  are  altered  or  destroyed,  so  that 
latera  movement  and  rotation  of  the  leg  is  possible  even  when 
extended. 

Internal  derangement  of  the  knee-joint  is  a  form  of  dis- 
ability which  is  characterized  by  sudden  acute  pain,  *'  locking  " 
of  the  knee  in  the  flexed  position,  and  loss  of  power  in  the  limb. 
The  most  common  causes  of  this  condition  are: 

(a)  Loose  cartilages  in  the  joint. 

(6)  J)isplacements  of  the  semilunar  cartilages. 

Injuries  to  the  semilunar  cartilages  are  usually  the  result  of 
a  sudden  twisting  movement  of  the  body,  the  internal  semi- 
lunar cartilage  being  more  frequently  displaced  than  the 
external.  This  may  possibly  be  explained  by  the  fact  that  in 
movements  of  the  body  which  cause  rotation  at  the  knee  more 
weight  is  thrown  ui)on  the  inner  condyle  than  the  outer.  When 
a  cartilage  has  once  Ix^en  displaced,  it  is  apt  to  recur,  and  when 
the  dislocation  ])ccomes  habitual  it  may  be  necessary  to  remove 
the  offending  cartilage.  Removal  of  oiie  of  the  cartilages  does 
not  interfere  with  the  functi/)n  of  the  joint. 

The  si/novial  membrane  of  the  knee  is  the  largest  and  most  exten- 
sive of  all  the  articulations.  It  lines  the  capsule  and  structures 
within.  It  forms  a  short  cul-de-sac  l^etween  the  quadriceps  exten- 
sor and  the  femur,  extending  about  1  in.  above  the  upper  mar- 
gin of  the  patella.  To  the  top  of  the  cul-ile-sac  is  attached  the 
subcrureus  muscle^  which  pulls  the  serous  membrane  up  in 
movements  of  extension  and  thus  prevents  it  from  l:>eing 
pinched.  At  its  apex  the  synovial  cul-de-sac  communicates 
with  the  suprapatellar  bursa y  which  lies  between  the  quadriceps 
and  tlic  lower  end  of  the  femur.  This  bursa  extends  2\  in. 
above  the  upper  border  of  the  patella  when  the  limb  is  extended 
(Fig.  306).  The  suprapatellar  bursa  may  exist  independently, 
but  this  is  the  exception.  Hence  penetrating  wounds  entering 
2V  in.  above  the  patella  practically  open  the  knee-joint. 
On  the  sides  the  svnovial  membrane  extends  below  the  vasti 
muscles  for  about  3  in.     It  sends  a  prolongation  to  the  tendon 
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of  the  popliteus  muscle  which  sometimes  communicates  with 
the  superior  tibiofibular  articulation.  There  are  certain  folds 
of  synovial  membrane  which  contain  fat  and  serve  as  padding 
to  fill  up  the  spaces;  among  these  are  the  ligamentum  mvcosum, 
which  extends  from  below  the  patella  to  the  intercondyloid 
notch,  and  the  iigamenta  aiaria.  extemling  from  the  sides  of 
the  ligamentum  mucosum,  between  the  patella  and  femur. 


Fiu,  3<ia.— ^,  TheRi 


Synovitis.— /w;7(if      at  on   of  ll  n      I      c    h-ane   is   the 

princii)al  patholoiiic  p  ocess     n  d  oj  tk     knee-joint.     Its 

chief  chanic'teristic  i    tl  e  sero      efT  1  ch  takes  place  in 

the  joint  cavity,  {riv  n"  rise  o  p  n  1  c  t  on  flexion  of  the 
knee,  and  ankylosis. 

Pain  is  severe  only  in  acutu  processes  where  the  effusion  is 
rapid  and  the  tension  on  the  capside  is  extreme.  In  chronic 
synovitis  there  is  little  pain,  since  the  distention  is  gradual  and 
the  tissues,  by  degrees,  adapt  them.selves  to  the  new  conditions. 

DiKlcnfion  is  marked  by  a  bulging  above  the  patella  under 
the  quadriceps,  and  on  the  sides  of  the  patella  and  its  ligament. 
The  patella  is  earned  forward  from  the  trochlear  surface  and 
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"  floats"  on  top  of  the  fluid.  Pressure  backward  on  the  patella, 
when  the  upper  part  of  the  joint  is  circumscribed  by  the  flat  of 
the  hand,  thumb,  and  fingers,  accentuates  the  bulging,  which 
is  made  to  appear  even  when  there  is  a  small  quantity  of  fluid. 

Flexion  of  the  knee  to  about  125°  is  the  position  the  joint 
assumes  when  it  is  chronically  distended  with  fluid,  because — 

(a)  It  is  the  position  of  maximum  capacity  of  the  joint. 

(6)  It  relaxes  the  maximum  number  of  ligaments — the  pos- 
terior, crucial,  and  lateral  ligaments. 

(c)  It  may  be  caused  by  reflex  irritation  of  the  flexors,  which, 
because  of  their  advantageous  attachment,  are  enabled  to 
overcome  the  extensors  and  flex  the  joint. 

Ankylosis. — ^The  joint  at  first  is  maintained  in  the  flexed 
position  by  the  contracted  muscles  (false  ankylosis);  after 
a  time  it  becomes  fixed  in  this  position  by  fibrous  or  bony 
consolidation  (true  ankylosis).  In  all  diseases  of  the  knee- joint 
the  limb  should  be  immobilized  in  fvll  extension ,  so  thai  the  function 
of  the  limb  may  be  preservedj  even  if  ankylosis  occur. 

The  synovial  membrane  of  the  knee  is  remarkable  for  the 
number  of  fringes  which  originate  from  its  internal  surface. 
These  fringe-like  processes  enlarge,  become  cartilaginous,  and 
are  detached,  giving  rise  to  "floating  bodies''  which  are  carried 
to  various  parts  of  the  joint,  and  in  walking  may  l)e  interposed 
between  the  articular  surfaces,  giving  rise  to  sudden  pain  and 
disability.  Tliese  loose  cartilages  should  be  removed  when 
they  become  troublesome. 

Tillaux  has  observed  that  traumatism  of  the  knee  with  effu- 
sion is  freciuently  accompanied  by  a  great  amount  of  atrophy 
of  the  quadriceps  extensor.  After  the  knee  is  apparently 
cured  and  the  patient  allowed  to  walk  the  effusion  returns. 
When  the  patient  is  again  put  to  bed,  and  upon  disappearance 
of  the  effusion  gets  up  to  walk,  the  same  thing  recurs.  The 
cause  of  this  repetition  of  the  effusion  is  muscular  atrophy, 
which  can  be  cured  only  Iw  exercise  and  massage  of  the  quadri- 
ceps muscle. 

Fractures  about  the  knee-joint  which  require  special 
mention  are — 

(a)  Supracondj/loid  fracture  of  the  femur  usually  occurs  at 
a  point  where  the  compact  tissue  of  the  shaft  joins  the  can- 
cellous tissue  of  the  lower  end,  1  or  2  in.  above  the  base  of  the 
condyles.  The  deformity  is  quite  characteristic,  the  lower 
fragment  l>eing  tilted  backward  by  the  action  of  the  gastroc- 
nemius muscle;  hence,  treatment  of  the  fracture  in  the  extended 
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position  is  unsatisfactory.  It  is  necessary  to  flex  the  leg  to 
relax  the  gastrocnemius  muscle,  and  if  this  is  not  suflBcient, 
tenotomize  the  tendo  Achillis  and  immobilize  the  limb  upon 
a  double  inclined  plane. 

(6)  Separation  of  the  lower  epiphysis  of  the  femur.  Recall 
the  fact  that  the  lower  epiphysis  joins  the  shaft  in  the  twenty- 
first  year,  that  it  includes  all  of  the  articular  surface  of  the 
lower  end  of  the  femur,  with  the  attachments  of  the  gastroc- 
nemius muscle.  This  accident  is  due  to  great  violence,  and  in 
a  large  number  of  cases  has  been  produced  by  catching  the 
leg  in  the  spokes  of  a  revolving  wheel.  The  displacement  of 
the  epiphysis  is  usually  forward.  Sometimes  the  injury  is 
compounded  by  the  upper  fragment  protruding  backward 
through  the  skin.  Injury  to  the  popliteal  vessels  has  resulted 
in  aneurysm  and  gangrene  of  the  leg.  The  obstacle  to  reduction 
is  usually  the  traction  and  tension  of  the  muscles  of  the  thigh 
which  pull  the  head  of  the  tibia  against  the  upper  fragment. 
If  reduction  cannot  be  accomplished  ])y  traction  and  manipu- 
lation it  will  be  necessary  to  use  the  operative  method  and 
expose  the  fracture  by  incision.  After  reduction  the  leg 
should  be  immobilized  in  a  flexed  position  to  prevent  recurrence. 
Whether  shortening  will  occur  after  this  injury  it  is  impossible 
to  prognosticate. 

Dislocations  of  the  Knee. — Although  the  bony  conforma- 
tion of  the  knee-joint  is  such  as  would  seem  to  predispose  it  to 
dislocation,  the  ligaments  and  muscles  which  surround  it  are 
so  strong  that  dislocation  of  the  knee  is  rare.  The  displacement 
may  be  forward,  backward,  or  lateral.  As  a  rule,  the  crucial 
ligaments  are  ruptured  and  one  or  both  lateral  ligaments  torn. 
The  knee  is  more  frequently  dislocated  forward,  the  patella 
and  its  ligament  being  a  protection  against  backward  displace- 
ment. 

The  popliteal  artery  is  often  severely  injured  in  forward 
dislocations  by  the  backward  pressure  of  the  femur,  and 
gangrene  of  the  limb  has  sometimes  followed.  Reduction  of 
these  displacements  is  not  attended  with  any  difficulty. 

Excision  of  the  Knee-joint. — In  performing  this  operation 
three  anatomic  points  of  practical  value  should  \ie  remembered: 

(a)  The  inner  condyle  is  lower  than  the  outer;  hence,  in 
satcing  the  femur  the  ohliquitij  of  the  joint  surface  should  be 
prcservedy  to  avoid  a  subsequent  knock-knee  or  boiv-leg.  Treves' 
rule  is  to  apply  the  saw  parallel  to  the  articular  surface  and 
perpendicular  to  the  shaft. 
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(b)  The  line  of  the  femoral  epiphysis  is  represented  by 
a  horizontal  line  drawn  across  the  bone  at  the  level  of  the 
tubercle  for  the  adductor  magnus.  The  line  of  the  upper 
tibial  epiphysis  is  indicated  by  a  horizontal  line  just  below  the 
tuberosities,  so  as  to  include  the  attachment  of  the  semimem- 
branosus and  the  facet  for  the  fibula.  In  front  it  slants  do\ni 
on  each  side  to  meet  just  below  the  tubercle  (Woolsey).  In 
young  subjects  avoid  the  epiphyseal  lineSy  or  the  subsequent  growth 
of  the  boiie  may  be  interfered  with, 

(c)  The  popliteal  artery  is  in  danger  of  being  wounded. 
There  is  some  interval  l)etween  the  artery  and  the  posterior 
surface  of  the  femur,  l^ut  only  the  posterior  ligament  intervenes 
between  the  artery  and  the  upper  level  of  the  tibia.  Hence  there 
is  more  danger  of  wounding  the  arterj-  when  sawing  across  the 
tibia  than  when  removing  the  head  of  the  femur. 

{d)  Ankylosis  in  the  extended  position  is  the  result  to  be 
desired. 

The  lower  end  of  the  femur  and  the  head  of  the  tibia  are 
favorite  sites  for  the  development  of  sarcoma. 


CHAPTER  XXX 

THE  LEG 

The  leg  is  that  portion  of  the  lower  extremity  situated 
between  the  knee  and  the  ankle.  Its  limit  above  is  a  horizontal 
line  passing  through  the  tuberosity  of  the  tibia;  below,  the  base 
of  the  malleoli.  It  is  round  and  represents  a  truncated  cone 
w  ith  the  base  above,  a  fact  which  presents  certain  difficulties  in 
forming  a  cuflf  flap  in  amputation  of  the  leg  by  the  circular 
method. 

The  skin  is  more  adherent  at  its  under  surface  than  that  of 
the  thigh,  and  it  must  be  dissected  rather  than  rolled  back. 
The  skin  lies  in  direct  contact  with  the  crest  of  the  tibia  (the 
shin),  which,  because  of  its  exposed  position,  is  a  frequent  site 
of|contusions  characterized  by  their  chronicity.  A  contusion 
which  in  another  part  of  the  body  would  be  of  little  moment 
will  at  this  point  frequently  form  an  ulcer  which  results  in 
loss  of  substance  and  sometimes  involvement  of  the  perios- 
teum and  bone.  These  ulcers  cicatrize  slowly  unless  the  limb 
is  given  complete  rest. 

The  skin  of  the  leg  is  predisposed  to  varicose  ulcers,  which 
usually  occupy  the  inferior  half.  These  ulcers  are  noted  for 
their  brownish  cicatrix;  they  are  shallow,  sometimes  adherent 
to  the  bone,  and  easily  reopened  if  not  protected. 

In  the  subcutaneous  cellular  tissue  are  situated  the  internal 
and  external  saphenous  veins  and  some  nerve  filaments. 

The  aponeurosis  forms  an  incomplete  cuff  about  the  leg,  the 
interval  corresponding  to  the  subcutaneous  portion  of  the  tibia. 
It  is  attached  to  the  outer  and  inner  tuberosities  of  the  tibia, 
the  head  of  the  fibula,  the  anterior  and  inner  borders  of  the 
tibia,  and  telow,  to  the  two  malleoli.  It  is  continuous  above 
with  the  fascia  of  the  thigh  and  lx»low  with  that  of  the  foot. 
The  incomplete  cuff  is  formed  by  the  aponeurosis  leaving  the 
anterior  border  of  the  crest  of  the  tibia,  encircling  the  leg,  and 
attaching  itself  to  the  internal  border  of  the  bone:  thus,  the 
subcutaneous  portion  of  the  tibia  is  deprived  of  aponeurosis. 

From  the  under  surface  of  the  aponeurosis  two  intermuscular 
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septa  are  reflected  inward  and  attached  to  the  borders  of  the 
fibula,  forming  a  compartment  which  contains  the  long  and 
short  j>eronei  muscles. 

The    interosseoiLs  ligament    extends    between   the   external 
border  of  the  tibia  and  the  antero-intemal  border  of  the  fibula. 

The  muscles  in  the  anterior  portion  of  the  leg  are  subject  to 
energetic  contraction  and  compression  against  the  deep  fascia 
which  binds  them  in  place.     If  the  fascia  be  torn,  hernia  of 
the  muscle  will  follow.    The  muscles  are  tliick  above  and  ter- 
minate in  tendons  below,  which  are  arranged  in  the  following 
order  from  within  out:  (1)  tibialis  anticus;  (2)  extensor  proprius 
hallucis;  (3)  extensor  longus  digitorum;  and  (4)  peroneus  tertius. 
The  superficial  muscles  on  the  back  of  the  leg  are  the  gastroc- 
nemius and  soleus,  forming  the  "calf  of  the  leg/^  characterized 
by  their  thick  bellies,  which  gradually  disappear  in  a  common 
tendon — the  tendo  AchUlis — ^inserted  into  the  posterior  part  of 
the  OS  calcis.     In  front  of  these  muscles  is  the  deep  transverse 
fascia  which  separates  them  from  the  deep  muscles — the  tibialis 
posticus,  flexor  longus  digitorum,  and  the  flexor  longus  hallucis. 
The  outer  portion  of  the  leg  is  the  peroneal  region.    The  upper 
part  corresponds  to  the  peroneus  longus,  the  lower  part  to  the 
peroneus  brevis. 

The  vessels  of  the  leg  consist  of  three  large  arterial  trunks: 
the  anterior  and  posterior  tibials,  and  the  peroneal.  The 
popliteal  artery  bifurcates  at  the  lower  lx)rder  of  the  popliteus 
muscle  into  anterior  and  posterior  tibials.  It  is  at  the  point  of 
bifurcation  of  the  popliteal  artery  that  emboli  are  most  prone 
to  lodge  and  thus  cut  off  the  circulation  in  the  leg  and  cause 
gangrene. 

The  main  arteries  of  the  leg  are  in  close  relation  to  the  bones; 
the  anterior  and  posterior  tibials  with  the  tibia,  and  the  peroneus 
with  the  fibula.  Hence  in  certain  oblique  fractures  of  the  leg 
the  sharp  fragments  of  bone  may  injure  the  vessels. 

The  anterior  tibial  artery,  one  of  the  terminal  branches  of 
the  popliteal,  traverses  the  superior  part  of  the  interosseous 
space  and  appears  in  the  anterior  tibial  region.  It  is  deeply 
placed  between  the  tibialis  anticus  and  the  extensor  longus 
digitorum.  It  rests  on  the  interosseous  ligament,  accompanied 
by  its  venie  comites,  and  the  anterior  tibial  nerve  which  lies 
to  its  outer  side.  At  the  middle  of  the  intermalleolar  space 
it  passes  l)eneath  the  anterior  annular  ligament  and  continues 
as  the  dorsnlis  pcdus  artery. 

The  posterior  tibial  artery  lies  l^ehind  the  tibialis  posticus 
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and  in  front  of  the  soleus.  It  passes  dow-n  the  back  of  the 
leg  and  terminates  behind  the  internal  malleolus,  where  it 
divides  into  internal  and  external  plantar  arteries.  It  is 
accompanied  by  its  vena?  comites  and  the  posterior  tibial  nerve 
which  lies  to  the  outer  side. 

The  peroneal  artery  is  the  smallest  of  the  three  arteries  of 
the  leg.  It  branches  from  the  posterior  tibial,  1  in.  below  the 
border  of  the  popliteus.  It  passes  down  the  back  of  the  leg, 
along  the  inner  border  of  the  fibula,  l)etween  the  tibialis  pos- 
ticus and  the  flexor  longus  hallucis  to  the  outer  side  of  the  oa 
calcis,  where  it  gives  off  its  terminal  branch,  the  external 
calcanean. 

The  formal  ligation  of  the  arteries  of  the  leg  is  a  dissecting- 
room  exercise  of  little  practical  value.  In  case  of  hemorrhage 
the  w^ound  is  enlarged  and  the  two  ends  of  the  vessel  ligated. 
In  case  of  aneurysm  the  method  of  Antyllus  is  applicable — 
ligation  of  the  arterial  trunk  above  and  below  the  sac,  and 
extirpation  of  the  latter. 

The  veins  of  the  leg  are  important  because  of  their  pre- 
disposition to  varices.  The  superficial  veins  occupy  the  sub- 
cuticular cellular  tissue.  The  deep  veins  are  situated  between 
the  muscular  layers,  and  the  two  systems  are  connected  by 
communicating  branches.  Some  authors  have  held  that  deep 
varices  always  precede  superficial  varices,  and  that  this  accounts 
for  the  many  failures  in  the  operative  relief  of  varicose  veins. 
Tillaux  states  that  the  deep  veins  can  undoubtedly  be  affected 
with  varices,  but  the  superficial  group,  especially  those  belonging 
to  the  internal  saphenous  vein,  are  most  frequently  affected,  and 
affected  singly. 

Varicose  Veins  (Fig.  307). — ^Trendelenburg  has  shown  that 
there  are  three  steps  in  the  patholo^'  of  varicose  veins.  The 
vein  distends,  little  by  little,  the  walls  thicken,  the  valves  become 
effaced,  and  the  vein  is  transformed  into  a  rigid  tube,  firm  to 
the  touch  and  remaining  open  when  cut.  In  this  condition  the 
blood  in  the  vein  is  subjected  to  pressure  from  the  entire  column 
of  blood  situated  above;  hence  the  venous  blood  not  only  finds 
it  difficult  to  return  to  the  center,  but  is  forced  back  to  the 
peripheral  capillaries,  which  thin  out  and  give  rise  to  insidious 
hemorrhages.  The  blood  stasis  gives  rise  to  trophic  changes, 
the  principle  of  which  is  manifest  in  varicose  ulcer. 

The  vein  most  frequently  affected  is  the  internal  saph£naus, 
which  begins  in  an  arch  on  the  dorsum  of  the  foot  and  passes 
up  in  front  of  the  internal  malleolus  and  along  the  inner  side  of 
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the  leg  to  the  inner  imd  back  part  of  the  knee  and  up  the 
inner  side  of  the  thigh  between  the  two  layers  of  superficial 
fiiscia,  passing  through  the  saphenous  opening  to  terminate  in 
the  femoral  vein. 

The  treatment  of  varicose  veins  of  the  leg  aims  to  diminish 
or  aliolish  the  blood-pressure.     This  is  accomplished,  indirectly,, 
by  compression  with  bandages,  elastic  stockings,  etc.;  directij 
by  resection  of  the  vein. 


The  bones  of  the  leg  are  the  tibia  and  fibula,  united  by  ttu 
interosseous  ligament.  The  tibia  forms  the  main  supporfefl 
and  transmits  the  weight  of  the  body  to  the  foot.  It  Ls  largeafel 
at  its  extremities  and  smallest  at  the  junction  of  its  lower  andT 
miiidle  thirils.  It  may  be  compared  to  two  elongated  cones  1 
joined  at  their  apices,  which  correspond  to  the  junction  of  the  I 
lower  and  middle  thirds.  Here  the  bone  is  least  resistant  andj 
fracture  most  frequently  occurs. 

The  fibula  is  a  slender  bone  of  about  the  same  proportitm  I 
throughout.     It   reinforces   the   tibia,   provides   for   muscular  I 
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attachments,  and  forms  with  the  tibia  an  important  mortise 
for  the  ankle-joint. 

Fractures  of  the  Bones  of  the  Leg. — ^The  narrowest  por- 
tion of  the  tibia  is  at  the  junction  of  the  middle  and  lower  thirds 
of  the  shaft;  hence  it  is  the  weakest  spot  and  the  point  of  fre- 
quent fracture.  As  a  rule,  both  bones  are  broken  together, 
the  fibula  at  a  little  higher  level  than  the  tibia.  When  separate 
bones  are  broken  it  is  usually  the  fibula. 

Because  of  the  subcutaneous  situation  of  the  bones  of  the  leg 
compound  fracture  is  more  frequent  here  than  in  any  other 
part  of  the  extremities.  It  is  a  common  occurrence  in  oblique 
fractures  to  have  the  sharp  fragment  puncture  the  skin  without 
extensive  laceration.  In  applying  a  splint  after  reduction  the 
proximity  of  the  bone  to  the  skin  demands  special  attention  to 
the  padding  in  order  to  avoid  pressure  necrosis  of  the  skin  and 
subsequent  conversion  of  a  simple  into  a  compound  lesion  by 
ill-fitting  splints. 

Fractures  of  the  leg  by  direct  violence  exhibit  only  those 
features  common  to  fractures  in  general.  Fractures  of  the 
leg  by  indirect  violence  may  present  many  points  of  anatomic 
interest.  Tillaux  asserts  that  these  indirect  fractures  may  be 
caused  by  (o)  flexion,  as  when  a  man  standing  on  a  ladder  falls 
backward  and  catches  his  foot  between  the  steps  of  the  ladder,  in 
which  case  his  trunk  plays  the  part  of  a  lever,  and  there  results 
an  indirect  fracture  by  flexion.  Such  fractures  are  transverse, 
both  bones  being  broken  on  the  same  level.  They  present  little 
tendency  to  displacement,  the  skin  is  never  involved,  con- 
solidation is  rapid,  and  the  result  satisfactory'.  They  may  be 
be  caused  by  (h)  torsion,  as  when  a  man  standing  upright 
suddenly  turns  his  body,  while  the  leg  is  immolule,  a  fracture  is 
sometimes  produced  which  is  complicated  and  diflficult  to  treat. 
The  point  of  election  is  the  lower  third  of  the  leg,  the  fibula 
being  broken  at  a  higher  level.  The  fragments  are  broken 
obli(iiiely  from  l)ehind  forward,  causing  them  to  easily  glide 
over  each  other;  the  sharp  ends  may  compound  the  lesion  by 
puncturing  the  skin.  The  lower  end  of  the  upper  fragment 
produces  a  prominence  beneath  the  skin  if  it  does  not  puncture, 
and  there  is  some  angular  deformity  caused  by  the  lower  frag- 
ment being  drawn  up  by  the  muscles  of  the  calf.  These  frac- 
tures present  difficulties  in  reduction  and  retention.  Reduction 
under  anesthesia,  bv  extension  and  counterextension,  and 
retention  by  a  plaster  splint  are  the  most  satisfactory  methods 
of  treatment.     In  oblique  fractures  of  the  leg  it  is  usual  to  get 
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some  shortening.  In  reducing  fractures  of  the  leg  it  is  well  to 
remember  that  the  inner  edge  of  the  patella,  the  internal 
malleolus,  and  the  inner  side  of  the  great  toe  should  be  in  the 
same  vertical  plane. 

The  tibia  is  frequently  the  site  of  acute  osteomyelitis,  usually 
precetled  by  contusion.  It  produces  grave  constitutional 
symptoms,  which  have  been  mistaken  for  typhoid.  Early 
intervention  is  essential  to  save  the  life  of  the  patient  and 
prevent  the  production  of  sequestra  which  may  extend  the 
length  of  the  bone. 

Bone  abscess  more  frequently  attacks  the  extremities  of 
the  tibia  than  any  other  bone  of  the  body.  It  is  usually  of 
tubercular  origin  (Brodie's  abscess). 

The  tibia  is  subject  to  rachitic  curvature  occurring  in  the 
lower  third  of  the  bone  and  usually  producing  a  curvature 
outward. 

Syphilitic  affections  of  the  tibia  are  rather  common,  man- 
ifesting themselves  in  the  form  of  chronic  osteitis  and  perios- 
titis. The  typical  nodes  on  the  shaft  of  the  tibia  are  due  to 
periosteal  thickening. 

Sarcoma  of  the  tibia  is  not  rare.  It  occurs  more  frequently 
in  the  upper  than  in  the  lower  end  and  its  course  is  not  so  rapid 
as  in  the  femur  (Sutton). 


CHAPTER  XXXI 

THE  ANKLE  AND  FOOT 

The  ankle  refers  to  the  articulation  between  the  leg  and 
the  foot  and  the  soft  parts  surrounding  it,  composed  exclusively 
of  tendons.  Surgically,  the  region  of  the  ankle  extends  two 
fingers'-breadths  above  and  below  the  malleoli.  The  region  is 
noted  for  its  many  prominences  and  depressions.  In  front 
are  seen  the  extensor  tendons  of  the  toes;  l)ehind,  the  tendo 
Achillis;  and  on  the  sides  the  internal  and  external  malleoli. 
On  each  side  of  the  tendo  Achillis  is  a  deep  depression.  These 
depressions  are  obliterated  in  sprains,  synovitis,  and  effusion 
in  the  joint.  The  skin  is  in  immediate  contact  with  the  bone, 
and  care  must  be  used  in  the  application  of  bandages  that  they 
do  not  produce  pressure  necrosis  or  gangrene. 

The  subcutaneous  tissue  is  not  thick  except  on  the  sides  of 
the  tendo  Achillis.  Over  the  malleoli  it  is  very  thin  and  devoid 
of  adipose  tissue.  It  contains  the  internal  saphenous  vein 
in  front  of  the  internal  malleolus,  and  the  external  saphenous 
vein  behind  the  external  malleolus.  The  deep  fascia  is  con- 
tinuous above  with  that  of  the  leg,  l^elow  with  that  of  the  foot. 
It  is  firmly  fixed  to  the  sides  of  the  malleoli  and  blends  with  the 
periosteum.  At  the  ankle  the  fascia  thickens  and  forms  three 
distinct  bands  which  serve  to  keep  the  tendons  in  contact  with 
the  bone,  as  follows: 

The  anterior  annular  ligament  consists  of  two  parts: 
a  superior  or  transverse  portion,  and  an  inferior  or  Y-shap)ed 
portion,  connected  by  an  intervening  layer  of  fascia.  The 
upper  transverse  band  stretches  across  from  the  tibia  to  the 
fibula.  It  contains  a  svnovial  sheath  for  the  tendon  of  the 
tibialis  anticus;  the  other  tendons,  vessels,  and  nerves  pass 
beneath  it.  The  lower  Y-shaped  band  is  attached  externally 
to  the  upper  surface  of  the  os  calcis;  as  it  passes  in  front  of  the 
joint  the  two  limbs  of  the  Y  diverge,  the  upper  being 
attached  to  the  internal  malleolus,  the  lower  being  fused 
with  the  plantar  fascia.  This  ligament  forms  distinct  com- 
partments for  the  tendons  which  pass  beneath. 
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The  external  annular  ligament  extends  from  the  extremity 
of  the  external  malleolus  to  the  outer  surface  of  the  os  calcis 
and  bridges  over  the  peronei  tendons  which  pass  beneath  in 
a  common  sj-novial  sheuth. 

The  internal  annular  ligament  extends  from  the  internal 
malleolus  to  the  Internal  margin  of  the  os  calois.  It  forms 
four  canals  lined  with  synovial  membrane  for  the  tendons 
which  pass  beneath. 

In  the  anterior  region  of  the  ankle  are  four  tendons,  from 
within  out,  the  tibialis  anticus,  the  extensor  proprius  hallucis, 
the  extensor  longus  (Ugitorum,  and  the  peroneus  tertius.  In 
addition  there  are  the  anterior  tibial  artery,  vein,  and  nerve. 
The  tendons  are  held  in  ptai«  by  the  anterior  annular  ligament. 
Beneath  this  ligament  are  three  partitions  lined  with  s\-no%'ial 
membrane.     The  external  is  occupied  by  the  extensor  longus 

if      ll/(    )\\ 


A,  Tnlipea  calcnnpiis;  B,  lallpw  vonis^  C.  iHlipe,  valgus;  Z>,  liilip«  nguinun. 

digitonim,  and  the  peroneus  tertius,  the  middle  by  the  extensor 
proprius  hallucis.  and  the  internal  by  the  tibialis  anticus. 
Sometimes  the  tendon  of  the  tibialis  anticus  passes  over  the 
annular  ligament,  in  which  case  it  forms  a  prominent  relief  <mi 
the  dorsal  surface  of  the  foot.  If  the  muscles  !«  affected  with 
contraction,  there  may  be  produced  a  condition  of  talipes  cal- 
caneus (Fig.  .308.  A) — characterized  by  extreme  flexion  of  the 
foot,  so  that  it  rests  on  the  groimd  only  by  its  heel.  If,  in 
addition,  the  foot  is  turned  inward  by  the  action  of  the  tibialis 
anticus,  it  is  a  talipes  rams  (Fig.  308,  B).  If  the  foot  is  turned 
outward  by  the  lateral  peronei,  it  is  a  talipes  I'olgvs  (Fig.  308,  C). 
Taiipes  calcaneus  is  much  rarer  than  talipes  equinus  (Fig.  308,  D) 
(where  patients  walk  on  the  toes).  To  correct  this  condition  it 
may  I*  necnssarj'  to  section  the  ten<lons. 

The  artery  in  front  of  the  ankle  is  the  anlerim  tibial,  which 
occupies  llie  middle  of  the  intermalleolar  space  lying  between 
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the  tendons  of  the  extensor  propius  hallucis  and  the  extensor 
longus  digitorum.  At  the  bend  of  the  ankle  it  becomes  the 
dorscdis  pedis  artery,  and  at  the  lower  level  of  the  annular 
ligament  it  furnishes  the  internal  and  external  malleolar 
branches.  The  anterior  tibial  nerve  accompanies  the  artery 
lying  to  its  outer  side. 

The  posterior  region  of  the  ankle  consists  of  the  tendo  Achillis, 
and  the  retrocalcaneal  bursa. 

The  tendo  Achillis  is  a  large  flat  tendon,  common  to  the 
gastrocnemius  and  soleus  muscles,  inserted  into  the  posterior 
surface  of  the  os  calcis.  It  extends  the  foot  on  the  leg.  In 
walking  it  raises  the  heel  from  the  ground. 

Rupture  of  the  tendo  Achillis  has  occurred  from  sudden 
contraction  of  the  "calf  muscles."  It  gives  way,  not  at  the 
point  where  it  is  attached  to  the  bone,  but  about  IJ  in.  above 
its  insertion.  In  treating  this  condition  it  is  not  usually  neces- 
sary to  suture  the  tendon,  since  the  ends  of  the  tendo  Achillis 
may  reunite  by  immediate  fibrous  tissue,  over  an  interval  of 
2  in.  It  will  be  necessary,  however,  to  immobilize  the  foot  in 
extension  and  the  leg  in  flexion.  The  tendo  Achillis  plays  an 
important  part  in  the  production  of  club-foot.  When  it  is  con- 
tracted it  holds  the  foot  in  permanent  extension  so  that  the  toes 
come  in  contact  with  the  ground — talipes  equinus  (Fig.  308,  D). 
Tillaux  has  called  attention  to  the  fact  that  sometimes  the  tendo 
Achillis  is  congenitally  too  short  to  permit  full  flexion  of  the  foot. 
The  foot  can  only  be  flexed  to  a  right  angle.  In  the  early  years 
the  walk  is  nearly  normal,  l)ecause  the  extensor  longus  digitorum 
compensates,  to  a  certain  extent,  for  the  short  tendo  Achillis; 
however,  the  toes  are  pulled,  little  by  little,  on  the  metatarsals, 
especially  the  great  toe,  and  a  veritable  subluxation  occurs. 
The  extensor  longus  digitorum  becomes  fatigued  and  unable  to 
overcome  the  resistance  of  the  tendo  Achillis,  and  the  patient 
walks  more  and  more  on  the  front  of  the  foot.  At  the  same 
time  there  is  a  deviation  inward  and  a  condition  of  talipes 
equinovarus  is  produced,  the  patient  walking  on  the  outer  side 
of  the  foot  with  the  heel  drawn  up.  To  remedy  this  condition 
it  is  necessary  to  cut  the  tendo  Achillis,  and  sometimes  the 
tibialis  anticus  and  plantar  fascia;  in  fact,  every  structure 
should  be  divided  w^hich  prevents  the  foot  from  assuming  the 
normal  position. 

Tenotomy  of  the  Tendo  Achillis. — ^The  tendon  may  be 
divided  subcutaneously  about  1  in.  above  its  insertion.  Care 
should  be  exercised  not  to  wound  the  posterior  tibial  vessels  and 
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nerve,  which  lie  on  the  inner  side  of  the  tendon  and  are  separated 
by  a  sufficient  interval  to  insure  their  safety.  The  foot  is 
flexed  so  as  to  make  the  tendon  stand  out.  The  knife  is  intro- 
duced flat  on  the  inner  side,  between  the  skin  and  tendon,  and 
the  cut  made  carefully  from  without  in.  The  tendon  can  be 
felt  to  give  way  as  the  ends  separate. 

If  section  of  the  tendo  Achillis  is  not  sufficient  to  restore  the 
foot  to  its  normal  position,  the  cause  should  be  discovered  and 
the  constricting  tissues  divided.  Sometimes  the  plantar  fascia 
is  the  cause  of  the  foot  rolling  in.  In  such  a  case  the  fascia 
should  be  stretched  and  divided  at  its  most  prominent  point. 
If  the  operation  is  done  in  the  early  years,  section  of  the  soft 
parts  may  be  sufficient  to  restore  the  foot  to  its  normal  position ; 
if  done  late  it  may  be  necessary  to  resect  some  of  the  tarsal 
bones. 

The  retrocalcaneal  bursa  lies  between  the  tendo  Achillis 
and  the  posterior  surface  of  the  os  calcis.  In  those  who  do 
much  walking  it  may  become  inflamed,  giving  rise  to  a  bursitis, 
which  produces  a  swelling  on  the  sides  of  the  tendon. 

The  internal  region  of  the  ankle  is  limited  by  the  internal  mal- 
leolus in  front  and  the  tendo  Achillis  behind,  and  bridged  over 
by  the  internal  annular  ligament.  Thus  there  is  formed  an  osteo- 
fibrous  canal  through  which  pass  all  the  important  structures 
which  go  to  the  sole  of  the  foot.  They  are,  in  order,  from  within 
out:  the  tendons  of  the  tibialis  posticus  and  flexor  longus 
digitorum,  the  posterior  tibial  artery  with  its  venae  comites, 
the  posterior  tibial  nerve,  and  the  tendon  of  the  flexor  longus 
hallueis  (Fig.  300).  The  tendons  of  the  muscles  are  contained 
in  special  sheaths  lined  with  synovial  membrane,  which  some- 
times becomes  inflamed,  giving  rise  to  synovitis  with  effusion. 
It  is  frequently  tubercular  in  origin  and  may  ultimately  infect 
the  tibiotarsal  articulation  and  cause  grave  results. 

The  posterior  tibial  artery  occupies  the  middle  of  the  space 
between  the  posterior  border  of  the  internal  malleolus  and  the 
tendo  Achillis.  It  is  accompanied  by  its  venae  comites  and 
lies  l^etween  the  tendons  of  the  flexor  longus  digitorum  and 
the  flexor  longus  hallucis.  The  posterior  tibial  nerve  lies 
behind  the  artery,  which  at  the  lower  level  of  the  space  it  divides 
into  internal  and  external  plantar  arteries. 

The  external  region  of  the  ankle  contains  the  tendons  of  the 
peroneus  longus  and  brevis,  and  the  peroneal  artery.  The 
tendons  pass  Ixjhind  the  external  malleolus  in  a  common  sheath 
invested  bv  a  common  svnovial  membrane.     In  their  inferior 
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attaohment  the  brevis  goes  to  the  metatarsal  bone  of  the  little 
toe,  the  longus  crosses  the  sole  of  the  foot  obliquely,  and  is 
atta«rhed  to  the  metatarsal  bone  of  the  big  toe.  It  is,  therefore, 
an  important  agent  in  maintaining  the  transverse  arch  of  the 
foot. 

The    tendon    of   the    peroneiis    longus    is   frequently   dis- 
located   by  the    rupture    of    its   tendon  sheath.     It  may  be 


LalliMil"''^ 


necessarj'  to  anchor  it  by  Rutuiing  the  sheath   or  chiseling 
a  groove  for  it  behind  the  malleolus. 

The  synovial  membrane  of  the  peronei  tendons  Ls  subject 
to  inflammation.  Tul)ercular  synovitis  sometimes  develops 
and  extends  to  the  tibiotarsal  joint.  It  is  a  curious  fact. 
o!)served  by  Tillaux.  that  tubercular  synovitis  develops  much 
more  frequently  in  the  tendons  which  are  alongside  of  the 
malleoli  than  those  which  pass  in  front  of  the  ankle. 

40 
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The  tibiotarsal  joint  is  formed  by  the  upper  convex  surface 
of  the  astragalus  being  mortised  l)etween  the  two  malleoli. 
The  tibia  forms  the  greater  part  of  the  mortise  and  the  ex- 
ternal malleolus  descends  about  1  cm.  lower  than  the  internal. 
The  anterior  and  posterior  ligaments  are  unimportant.  The 
internal  lateral  or  deltoid  ligament  consists  of  a  thick,  flat,  tri- 
angular fascia  attached  above  to  the  inner  malleolus  and  below 
to  the  scaphoid,  the  sustentaculum  tali,  and  the  inner  side  of 
the  astragalus.  This  ligament  is  so  thick  and  strong,  that 
in  sudden  strains  it  is  the  malleolus  that  is  detached  rather 
than  the  ligament  itself  (see  Pott's  fracture). 

The  external  lateral  ligament  consists  of  three  distinct  fasciculi, 
sometimes  described  as  separate  ligaments.  They  are  attached 
above  to  the  outer  malleolus,  the  anterior  and  posterior  bands 
go  to  the  astragalus,  the  middle  band  passes  downward  to  the 
OS  calcis. 

The  joint  is  lined  with  synovial  membrane.  Fluid  within 
the  joint  is  discovered  with  difficulty  because  of  the  tendons 
which  surround  it. 

Tubercular  osteo-arthritis  is  not  rare,  occurs  most 
frequently  in  adults,  and  follows  injury.  As  the  disease  pro- 
gresses, the  question  of  resection  or  amputation  will  arise.  An 
excellent  rule  to  follow  in  operations  about  the  ankle  is: 

Resection  in  traumatism  and  amputation  in  disease.  In  tuber- 
cular invasion  of  the  tarsus  resection  is  impractical  because 
the  process  involves  neighboring  articulations;  there  is  no 
certaintv  that  all  the  diseased  tissue  has  been  removed:  it  is 
difficult  to  preserve  a  useful  foot;  there  is  usually  a  long  course 
of  suppuration  following  resection,  which  is  a  menace  both  to 
the  cure  and  the  patient. 

In  amputation  the  disease  is  removed  at  once  and  conval- 
escence is  rapid. 

In  amputation  at  the  ankle  it  is  important  to  preserve  the 
skin  of  the  heel  with  its  vessels,  so  that  the  patient  may  have 
a  satisfactory  surface  for  contact  with  the  ground.  In  the  study 
of  injuries  about  the  ankle-joint  there  are  several  points  of 
anatomic  interest  which  contribute  to  their  proper  appreciation. 

(a)  There  normally  exists  no  lateral  movement  in  the  tibio- 
tarsal  joint. 

(h)  When  lateral  movement  is  present  it  points  to  fracture 
of  the  malleoli  or  injury  or  disease  of  the  ligaments. 

((')  Lateral  movement  in  the  tibiotarsal  joint  following 
traiim:iti>ni  is  an  indication  of  fracture  of  the  malleoli. 
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Pott's  fracture  is  a  fracture  involving  the  fibula  and  ankle- 
joint,  and  presenting  a  symptom-complex  of  great  anatomic 
interest  (Fig.  310).  This  injury  is  caused  by  a  twist  or  forcible 
eversion  of  the  foot,  and  presents  the  following  character- 
istics: 


Flo.  310.— Pott' 


1 .  As  the  foot  is  everted,  the  first  structure  to  feel  the  strain 
is  the  internal  lateral  ligament.  This  ligament,  it  will  be 
remembered,  i.s  thick  and  strong,  and  instead  of  rupturing, 
it  tears  off  the  internal  malleolus. 

2.  As  the  strain  continues,  the  external  malleolus  is  forced 
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outward,  and  the  bone  yields  at  its  weakest  point,  viz.:  the 
shaft  of  the  fibula  just  above  the  malleolus. 

There  are,  therefore,  two  actual  fractures: 

(a)  The  internal  malleolus. 

(6)  The  fibula,  at  a  point  from  1  to  3  in.  above  the  malleolus. 

There  result  from  this  injury  five  characteristics  which  con- 
stitute  the  symptom-complex: 

1.  Outward  displacement  of  the  foot. 

2.  Prominence  of  the  internal  malleolus. 

3.  Depression  over  the  fibula,  1  to  3  in.  above  the  malleolus. 

4.  Widening  of  the  joint. 

5.  Backward  displacement  which  produces  shortening  of 
the  foot  and  lengthening  of  the  heel. 

Stimson  asserts  that  there  are  three  points  of  tenderness,  which 
are  constant  and  characteristic: 

(a)  At  the  internal  malleolus. 

(6)  Over  the  fibula  at  the  site  of  fracture. 

(c)  In  front  of  the  inferior  tibiofibular  ligament  at  its  point 
of  rupture. 

In  the  reduction  of  this  fracture  great  care  should  be  exercised 
to  press  the  foot  forward  and  inward  and  retain  it  in  this 
position.  If  this  precaution  is  not  observed,  the  injury  may 
result  in  great  subsequent  disability  to  the  patient,  since  in 
outward  or  backward  displacement  of  the  foot  the  weight  of 
the  body  is  brought  far  to  the  inner  side  and  a  strain  is  placed 
upon  the  internal  lateral  ligament  which  causes  pain  and  fatigue. 

The  foot  in  many  respects  is  analogous  to  the  hand.  It 
differs  by  forming  a  right  angle  with  the  leg,  so  as  to  furnish 
a  broad  base  of  support  for  the  weight  of  the  body.  When 
the  foot  ceases  to  occupy  a  horizontal  plane,  walking  becomes 
diffiult  or  impossible.  Hence  in  the  treatment  of  surgical 
affections  of  the  feet  the  aim  should  lie  to  maintain  the  foot 
at  a  right  angle  to  the  leg;  for  what  mobility  is  to  the  hand, 
soliditv  is  to  the  foot.  The  skin  on  the  dorsal  surface  is  thin 
and  mobile,  and  less  sensitive  than  the  plantar.  It  is  easily 
excoriated  and  liecomes  callous  under  pressure.  The  sub- 
cutaneous tissue  is  loose  and  abundant,  and  contains  the  sujjer- 
ficial  vessels  and  nerves.  It  is  easily  infiltrated,  and  becomes 
rapidly  edematous  under  certain  conditions. 

The  veins  are  numerous  and  form  arches,  from  which  the 
internal  and  external  saphenous  take  their  origin.  They  may 
be  the  site  of  varicosities  in  those  affected  with  varicose  veins. 

The   aponeurosis   is   continuous   above    with    that    of    the 
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leg,  and  beneath  it  are  found  the  tendons  already  noted  in  front 
of  the  ankle:  the  tendon  of  the  tibialis  antieus,  passing  to  its 
insertion  in  the  base  of  the  metatarsal  bone  of  the  great  toe 
and  the  contiguous  surface  of  the  internal  cuneiform;  that  of 
the  extensor  proprius  hallucis  to  the  base  of  the  last  phalanx  of 
the  great  toe,  and  the  tendons  of  the  extensor  longus  digitorum 
to  each  of  the  four  outer  toes. 

The  dorsalis  pedis  artery  is  a  continuation  of  the  anterior 
tibial  at  the  bend  of  the  ankle.  It  terminates  at  the  first 
intermetatarsal  space,  where  it  gives  off  a  communicating 
branch,  which  anastomoses  with  the  external  plantar  and 
forms  the  plantar  arch.  It  lies  external  to  the  tendon  of  the 
extensor  proprius  hallucis,  which  is  a  guide  to  the  artery.  The 
anterior  tibial  nerve  is  to  the  outer  side. 

The  lymphatics  on  the  dorsal  surface  form  a  rich  network, 
which  communicates  with  the  trunks  accompanying  the 
internal  saphenous  vein. 

The  plantar  surface  of  the  foot  is  normally  concave  and 
does  not  rest  on  the  ground  at  all  points,  the  concavity  being 
especially  well-marked  at  its  internal  border.  Furthermore, 
at  the  plantar  surface  are  three  principal  points  of  support  for 
the  weight  of  the  body:  (a)  the  heel,  (6)  the  head  of  the  first 
metatarsal,  and  (c)  the  head  of  the  fifth  metatarsal.  These 
three  points  constitute  the  pillars  of  the  jyedal  arch.  When  the 
pedal  arch  is  broken  down  so  that  the  plantar  surface  of  the 
foot  rests  at  all  points  on  the  ground,  there  results  a  condition 
of  flat-footy  which  gives  rise  to  pain  and  disability,  the  bony 
anatomy  of  which  will  be  discussed  later. 

The  plantar  skin  is  very  sensitive  and  very  thick,  especially  at 
the  pillars  of  the  arch.  In  people  w^ho  walk  much  it  is  the  site  of 
callosities.  Beneath  these  callosities  there  sometimes  develop  mu- 
cous bursae  which  inflame  and  suppurate  and  form  fistulae,  pene- 
trating a  sufficient  depth  to  affect  the  bone  or  even  extending 
to  the  dorsal  surface,  and  giving  rise  to  a  peculiar  affection — 
perforating  ulcer  of  the  footy  characterized  by  an  ulceration  on 
the  sole  of  the  foot  which  makes  its  way  through  the  fascia, 
muscles,  tendons,  and  the  metatarsal  spaces  to  the  dorsal 
surface.  Many  causes  have  been  assigned  in  considering  the 
pathology  of  this  affection,  such  as  circulatory  changes  due  to 
atheroma  or  trophic  disturbance.  Tillaux  believes  that  it  is 
previously  caused  by  a  malformation  of  the  foot,  congenital  or 
acquired,  w^hich  causes  unequal  pressure  on  the  arch  and  brings 
about  the  formation  of  mucous  bursae,  which  suppurate  and 
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form  fistulous  tracts.  He  believes  that  many  of  these  casei 
get  well  with  complete  and  prolonged  rest,  and  that  amputation 
should  not  be  considered  until  rest  has  been  well  tried. 

The  plantar  svbcvianeoua  lUsue  ia  dense  and  resembles  thai 
of  the  scalp  and  palm.  It  is  characterized  by  fibrous  septa 
between  which  are  pellets  of  fat.  It  does  not  retract  when  cul 
and  the  bleeding  points  are  difficult  to  clamp  and  ligate.  When 
foreign  t>odies,  such  as  needles  or  glass,  penetrate  the  sole  ol 
the  foot  they  are  very  difficult  to  extract,  although  previouslj 
located  by  the  i-ray,  because  of  the  density  of  the  tissue 
which  tloes  not  permit  the  edges  of  the  wound  to  separate,  and 
its  tendency  to  bleed.  Much  larger  incisions  than  the  size  ol 
the  foreign  body  would  warrant  must  be  made  in  order  tc 
obtain  satisfactory  exposure. 

The  plantar  fascia  is  the  densest  fascia  of  the  body  and 
extends  from  the  os  cukis  to  the  roots  of  the  toes  and  from  the 
internal  to  the  external  borders.  It  is  triangular,  with  tht 
a])ex  behind  and  the  base  in  front,  and  is  divided  into  a  central 
antl  two  lateral  portions.  The  central  portion  Is  the  mosi 
important  and  strongest  of  the  three*  It  is  narrow  behind 
and  attached  to  the  inner  tubercle  of  the  os  calcis.  Near  the 
heads  of  the  metatarsal  )x)nes  it  divides  into  five  processes,  one 
for  each  toe.  Like  the  cord  of  a  bow  it  susiiends  the  longitu- 
(iinal  arch  of  the  foot  from  the  os  calcis  to  the  metatarsal  heads, 
antl  IS  an  important  factor  in  preventing  the  arch  from  sinking 
and  producing  flat-foot.  When  it  is  contracted,  as  in  equino- 
varus,  tiie  arcii  is  exaggerated  and  the  foot  flexed  and  rolled  in, 
In  such  conditions  the  deformity  is  corrected  by  section  of  tht 
plantar  fascia.  The  outer  portion  of  the  plantar  fascia  ex- 
tends from  the  os  calcis  to  the  base  of  the  fifth  metatarsal. 
It  is  continuous  with  the  central  portion  and  the  dorsal  fascia. 
The  inner  portion  is  attached  behind  to  the  internal  annulai 
ligament  and  is  continuous  with  the  central  portion  and  dorsal 
fascia.  At  the  lateral  borders  of  the  central  portion  are  given 
off  two  intermuscular  septa,  which  separate  the  middle  from 
the  internal  and  external  plantar  groups  of  muscles,  and  divide 
the  plantar  region  into  three  compartments.  The  internal 
lateral  compartment  corresponds  to  the  thenar  eminence  and 
contains  the  muscles  of  the  big  toe:  the  external  compartment 
correi^ponds  to  the  hypothenar  eminence  and  contains  the 
muscles  of  the  little  toe.  The  central  compartment  contains 
the  most  important  structures.  In  addition  to  the 
flexors  of  the  toes  it  contains  the  plantar  vessels  and  nerv 
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The  Plantar  Arteries  (Fip.  311).— The  external  plantar 
artery  ia  really  a  continuation  of  the  posterior  tibial.  It 
courses  from  its  origin  obliquely  across  the  plantar  surface  to 
the  base  of  the  fifth  metatarsal  bone,  turns  obliquely  inward 
and  reaches  the  posterior  extremity  of  the  first  in termeta tarsal 
space,  where  it  anastomoses  with  the  communicating  branch 
of  the  dorsalis  pedis  and 
forma  the  plantar  arch  (Fig. 
312).  This  anastomosis 
brings  the  anterior  tiliial 
arterj'  into  communication 
with  the  posterior  tibial  ar- 
tery. It  will  be  observed 
that  the  plantar  arch  differs 
from  the  palmar  arch  in  the 
fact  that  the  former  is  a 
vertical  anastomosis,  while 
the  latter  is  a  horizontal  one. 

The  internal  plantar  artery 
is  smaller  than  the  external. 
It  is  like  a  collateral  branch 
and  at  its  termination  fur- 
nishes an  artery  to  the  great 
toe. 

From  the  convexity  of  the 
plantar  arch  are  given  off  five 
branches  which  form  the  col- 
lateral branches  of  the  toes, 
and  in  addition  the  perforat- 
ing branches  which  traverse 
the  interosseous  spaces. 

The  lymphatics  of  the  sole 
of  the  toot  are  very  numer- 
ous.    Most   of   them   go    to 

the  glands   of   the   groin;   a         fio  .iii  — thc  puntah  ahtcrieu 
few  pass  to  the  glands  of  the     a.  tii?  e^icmoi  piamar  antn-.  b.  Hk  in- 
popliteal  space.  ""'"'  p'""""  ■''*'>*■ 

The  bones  of  the  foot  are  composed  of  the  tarsaU  and 
metatarsals.  The  tarsal  bones  are  seven  in  numl>er,  arranged 
in  two  rows,  the  astragalus  and  os  calcis  l)ehind,  the  scaphoid, 
cuboid,  and  three  cuneiform  in  front.  These  Irones  are  so 
arranfied  that  they  form  two  arches,  one  transverse,  the  other 
anteroposterior.    The  astragalus  forms  the   keystone  of  the 
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arch,  not  because  of  its  shape,  but  because  the  tibia  restini 
directly  upon  the  astragalus  throws  the  entire  weight  of  th< 
bo<ly  upon  it.  and  the  astragalus  transmits  it  behind  to  the  « 
calcis,  and  in  front  to  the  scaphoid  and  cuneiform  bones.  This 
arrangement  of  the  bones  of  the  foot  in  an  arch  gives  it  great 
elasticity,  decomposes  the  sudden  shocks  to  which  the  foot  ii 


freqiientlj-  sulijecteti,  and  provides  a  concav-ity  which  lodgeE 
the  vessels  and  nerves  and  protects  them  from  pressure  in 
the  vertical  position  (Fig.  313). 

Flat-foot  occurs  in  people  whose  occupation  compels  them 
to  l>e  on  their  feet  a.  great  deal,  and  is  the  result  of  a  flattening 
out  of  the  longitudinal  arch  (Fig,  314).     As  already  stated, 


tiie  sole  of  the  foot  does  not  normally  rest  on  the  ground  at 
all  points.  The  points  of  contact  are  the  three  pillars  of  the 
arch,  the  os  calcis,  the  head  of  the  fifth  metatfU'sal,  and  the 
head  of  the  first  metatarsal  bones.  These  three  points  are  all 
abundantly  covered  by  cellular  tissue  to  protect  them  from 
pressure.     When  from  too  constant  strain  the  ligaments  are 
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overstretched,  they  finally  relax,  the  arch  breaks  down,  and 
the  entire  plantar  surface  comes  in  contact  with  the  ground, 
bringing  pressure  upon  points  that  are  not  adapted  to  withstand 
it,  throwing  the  joint  surfaces  out  of  line  and  giving  rise  to 
a  condition  which  produces  pain  and  fatigue  when  the  patient 
walks.  The  pain  of  flat-foot  is  due  to  overstretching  of  the 
ligaments  and  ceases  when  the  patient  is  in  repose.  The 
changes  in  the  appearance  of  the  foot  are  very  marked.  The 
concavity  on  the  inner  side  of  the  foot  is  obliterated,  and  the 
foot  is  lengthened  and  broadened.  In  severe  cases  the  patient 
walks  on  the  inner  side  of  the  foot.  The  yielding  of  the  cal- 
caneoscaphoi<i,  the  long  and  short  plantar  ligaments,  the 
plantar  fascia,  and  the  tendons  of  the  anterior  and  posterior 


tibials  and  peroneus  longus  result  in  the  foot  becoming 
abducted  and  e\'erted. 

The  treatment  of  flat-foot  consists  in  rest  and  the  wearing 
of  a  steel  plate  inside  the  shoe  to  support  the  arch. 

Morton's  metatarsalgia  is  characterized  by  pain  localized 
in  the  head  of  the  fourth  metatarsal  bone.  It  begins  when 
the  shoe  is  put  on  and  disappears  in  repose.  It  is  caused  by 
pinching  of  a  nerve  between  the  fourth  and  fifth  metatarsals 
and  is  usually  associated  with  flat-foot.  It  may  be  necessary, 
in  ,'ievere  cases,  to  resect  the  head  of  the  fourth  metatarsal  bone. 

The  mediotarsal  joint  (articulation  of  Chopart)  is  composed 
of  two  articulations,  one  formed  by  the  articulation  of  the  os 
calcis  with  the  cuboid,  the  other  by  the  articulation  of  the 
astragalus  with  the  scaphoid.    This  joint  is  the  site  of  most 
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of  the  partial  movements  of  the  tarsus  and  consists  of  a  sort 
of  rotation  and  circumduction.  It  is  through  this  joint  that 
Chopart'a  amputation  ia  performed  (Fig.  315). 

The  tarsometatarsal  joint  (articulation  of  Lisfranc)  is 
formed  by  the  cuboid  and  the  three  cuneiform  bones  articu- 
lating with  the  posterior  extremities  of  the  five  metatarsal 
bones.  The  interarticular  line  is  irregular,  the  second  meta- 
tarsal bone,  as  it  articulates  with  the  middle  cuneiform,  being 
deeply  wedged  in  between  the  internal  and  external  cuneiform, 
forming  one  of  the  principal  difficulties  in  Lisfranc's  amputation, 
which  is  made  through  this  articulation  (see  Fig.  315). 

The  landmarks  of  the  joint  are  the  posterior  extremity  of  the 
fifth  metatarsi  hone,  which  is  the  most  prominent  point  on 
the  external  border  of  the  foot  and  always  appreciable  to  the 


touch.  On  the  internal  border  the  point  is  3  cm.  in  front  of 
the  tubercle  of  the  scaphoid,  which  is  easily  found. 

Fractures  and  Dislocations  at  the  Ankle. — ^The  ankle  is  an 
articulation  of  great  strength,  because  of  its  bony  conformation 
and  the  many  ligaments  and  tendons  which  surround  it.  The 
astragalus  is  mortised  l)etweeii  the  two  malleoli  above,  the  os 
calcis  below  and  behind,  and  the  scaphoid  in  front.  These 
injuries  are  usually  caused  by  indirect  violence,  the  principal 
factor  being  forced  movements  of  the  foot. 

The  ultimate  lesion  depends  upon  the  intensity  and  direction 
with  which  the  force  acts  upon  the  foot.  In  slight  injuries 
a  sprain  results;  the  ligaments  being  overstretched  or  ruptured. 
In  severer  types  the  ligament  does  not  give  way,  but  pulls  off 
one  of  the  malleoli,  the  result  being  a  combination  of  sprain 
and  fracture.  In  other  cases  the  ligaments  are  ruptured,  the 
ankle  dislocated,  and  the  tibia  or  fibula  fractured  as  tjT)ified  in 
a  Pott's  fracture  (see  pages  627  and  628).     Hence  Oie  ankle- 
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joint,  more  than  all  others^  is  subject  to  complex  lesions  following 
injury. 

The  lateral  dislocatums  are  always  associated  with  fracture 
of  the  tibia  or  fibula.  The  result  of  an  outward  dislocation  is 
shown  in  a  Pott's  fracture.  Inward  dislocation  is  extremely 
rare  because  the  direction  of  the  dislocating  force  is  opposed 
by  the  natural  direction  of  the  foot  which  is  toward  abduc- 
tion rather  than  adduction.  Usually  the  external  malleolus  is 
torn  ofiF.  It  is  worth  noting  that  the  deformity  associated 
with  this  injury  is  so  slight  that  it  is  apt  to  be  mistaken  for  a 
sprain. 

The  anteroposterior  dislocations  are  not  so  common  as  the 
lateral  variety.  They  are  usually  produced  by  severe  violence 
when  the  foot  is  fixed  in  overextension  or  flexion,  and  are 
associated  with  extensive  laceration  of  the  ligaments  and 
fracture  of  one  or  both  malleoli.  Forward  luxation  is  extremely 
rare  and  some  authors  believe  that  it  is  never  complete. 

Dislocation  of  the  astragalus  is  produced  by  violent 
pressure,  as  in  a  fall  from  a  great  height.  The  astragalus  being 
expelled  "as  a  kernel  is  pressed  between  the  fingers.'' 

The  bone  lies  on  the  dorsum  of  the  foot,  producing  a  prom- 
inence beneath  the  skin,  which  it  sometimes  ruptures,  or  by 
pressure  causes  it  to  become  gangrenous.  If  there  be  no 
wound  present,  an  effort  may  }>e  made  to  reduce  it,  although 
this  is  rarely  possible.  Prompt  extirpation  is  then  the  only 
recourse.    The  results  of  operation  are  usually  excellent. 

The  OS  calcis  is  the  most  frequenth/  fractured  of  the  tarsal  hones. 
The  injury  is  usually  caused  by  a  fall  upon  the  heel;  rarely,  it  is 
caused  by  muscular  action  through  the  tendo  Achillis.  These 
fractures  are  usually  comminuted,  the  symptoms  are  obscure, 
the  swelling  is  considerable,  crepitus  is  frequently  absent,  and 
diagnosis  often  difficult.  Stimson  suggests  that  the  deformity 
of  the  heel  is  test  recognized  when  compared  with  its  fellow 
from  behind,  while  the  patient  is  kneeling. 

Fracture  of  the  astragalus  alone  may  occur  by  a  fall  upon 
the  feet,  but  is  usually  associated  with  fracture  of  the  os  calcis 
or  with  dislocation  of  the  ankle  and  fracture  of  the  fibula. 
Fracture  of  the  astragalus  without  displacement  may  frequently 
be  mistaken  for  sprain  of  the  ankle. 

Disease  of  the  Tarsus. — The  tarsal  bones  are  spongy  in 
character  and  separated  by  synovial  ca\ities;  hence  they  are 
liable  to  be  the  focus  of  inflammatory  changes  after  slight 
traumatism  and  the  s>Tiovial  cavities  tend  to  diffuse  the  disease 
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among  the  adjoining  bones.  Tubercular  disease  is  by  far  the 
most  common  chronic  inflammation  in  this  region.  It  usually 
begins  as  an  osteomyelitis  of  the  astragalus  and  spreads  to  the 
neighboring  bones.  It  is  insidious  in  its  onset  and  may  not 
be  diagnosed  until  fistulous  tracts  have  made  their  way  to  the 
dorsal  surface  and  extensive  destruction  occurred.  The  value 
of  excision  in  diseased  conditions  of  the  tarsus  is  debatable, 
because  of  the  difficulty  of  being  certain  that  all  the  diseased 
tissue  is  removed,  and  a  useful  foot  preserved.  Many  surgeons 
advocate  amputation  as  more  certain  and  satisfactory. 

Amputations  of  the  Foot. — In  considering  the  subject  of 
amputations  of  the  foot  the  surgeon  can  have  no  better  rule 
for  his  guidance  than  that  "the  patient  should  be  given  the 
stump  best  adapted  to  the  most  useful  artificial  limb."  This 
is  the  prime  consideration,  and  in  the  attainment  of  this  result 
the  following  rules  are  indispensable. 

(a)  Form  the  flap  from  the  sole  of  the  foot.  The  thick  skin 
and  the  abundant  subcutaneous  tissue  make  an  excellent 
cushion  for  withstanding  pressure. 

(6)  Place  the  cicatrix  so  that  it  will  not  be  subjected  to 
undue  pressure,  toward  the  side,  and  not  at  the  end  of  the 
stump. 

(c)  Preserve  the  muscular  balance  so  that  there  will  be  no 
subsequent  deviation  of  the  stump  by  secondary  muscular 
retraction. 

{d)  Sever  the  nerves  high  enough,  so  that  their  ends  will  not 
be  incorporated  in  the  cicatrix  and  produce  stump  neuroma. 

There  are  many  classical  amputations  of  the  foot,  and  the 
following  are  discussed  because  of  their  anatomic  interest,  the 
details  of  the  technic  being  purposely  omitted. 

Lisfranc's  amputation  is  a  disarticulation  of  the  meta- 
tarsotarsal  joint  with  a  short  dorsal  and  long  plantar  flap  (see 
Fig.  315) ;  as  already  noted,  this  interarticular  line  is  very  irreg- 
ular. In  making  the  disarticulation  the  principal  difficulty 
is  the  head  of  the  second  metatarsal  bone  which  is  wedged 
in  between  the  internal  and  external  cuneiforms.  The  inter- 
articular line  on  the  external  border  is  just  behind  the  tuberosity 
of  the  fifth  metatarsal,  a  prominence  which  is  easily  felt;  on 
the  internal  border  it  is  1^  in.  in  front  of  the  tuberosity  of  the 
scaphoid.  While  the  insertion  of  the  tibialis  anticus  into  the 
base  of  the  first  metatarsal  is  destroyed,  its  insertion  into  the 
internal  cuneiform  remains,  and  the  muscular  balance  is  thus 
preserved. 
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Chopart's  amputation  disarticulates  through  the  medio- 
tarsal  joint,  having  previously  provided  a  short  dorsal  and 
a  long  plantar  flap  (see  Fig.  315).  The  interarticular  line  is 
located  by  drawing  a  line  across  the  dorsum  of  the  foot,  begin- 
ning just  behind  the  tubercle  of  the  scaphoid  and  terminating 
about  1  in.  l)ehind  the  tul^erosity  of  the  fifth  metatarsal.  This 
operation  is  not  to  be  commended  because  of  the  retraction  of 
the  tendo  Achillis,  which  causes  the  stump  to  de\iate  and  the 
patient  to  walk  on  the  cicatrix.  Even  tenotomy  of  the  tendo 
Achillis  does  not  always  obnate  this  tendency. 

Syme's  amputation  consists  in  the  removal  of  the  entire  foot 
and  the  projecting  ends  of  the  malleoli.  The  flap  is  formed 
from  the  heel,  from  which  the  os  calcis  hius  l)een  shelled.  The 
vitality  of  the  flap  depends  upon  the  preservation  of  the  internal 
calcaneal  branches  of  the  posterior  tibial  and  the  external 
calcaneal  branches  of  the  peroneal.  This  is  best  conserved 
by  hugging  the  os  calcis  when  the  dissection  is  being  made. 
This  is  the  most  practical  amputation  of  the  jooty  and  provides  one 
of  the  most  serviceable  stumps. 

Pirogoff's  amputation  is  an  osteoplastic  modification  of 
Syme's.  The  posterior  portion  of  the  os  calcis  is  left  in  the 
heel  flap  and  its  sawed  surface  is  placed  in  contact  with  that  of 
the  tibia. 

The  objection  to  this  method  is  the  tendency  of  the  fragment 
to  become  displaced  by  the  retraction  of  the  muscles  of  the 
calf  and  the  tendency  of  the  fragment  to  necrose  or  fail  to  unite. 

The  toes  are  in  many  respects  analogous  to  the  fingers,  as, 
for  example,  in  the  number  of  phalanges,  the  arrangement  of 
the  soft  parts,  and  the  attachments  of  the  flexor  and  extensor 
tendons.  The  short  flexors  of  the  toes  correspond  to  the  flexor 
sublimis  digitorum,  the  four  tendons  dividing  into  two  slips 
at  the  bases  of  the  first  phalanges  to  allow  the  passage  of  the 
corresponding  flexor  longus  digitorum.  and  l)eing  inserted  into 
the  sides  of  the  second  phalanges,  about  its  middle. 

The  long  flexors  correspond  to  the  profundus  digitorum. 
The  tendons  are  inserted  into  the  bases  of  the  last  phalanges  of 
the  four  lesser  toes,  each  tendon  passing  through  a  slit  in  the 
flexor  brevis  digitorum. 

The  extensor  longus  digitorum  divides  into  four  tendons, 
which  pass  across  the  dorsum  of  the  foot  and  are  inserted  into 
the  second  and  third  phalanges  of  the  four  lesser  toes.  Each 
of  the  three  inner  tendons  is  joined  opposite  the  metatarso- 
phalangeal articulation  by  a  tendon  from  the  extensor  brevis 


638 


THE  LOWER  EXTREMITY 


digitorum.     All  the  t€ndons  receive  fibrous  expansions  from 
the  lumbricales  and  interossei. 

Deviations  of  the  Toes. — Sometimes  the  toes  are  hyper- 
extended  on  the  metatarscis,  which  would  naturally  be  considered 
due  to  a  contraction  of  the  extensor  tendons.  Tillaux  claims 
that  it  is  due  to  a  tendo  Achillis  too  short  to  permit  complete 


flexion  of  the  foot  on  the  lej;.  The  patient,  to  counterbalance 
the  resistance  of  the  tendo  AchLHi?!,  brings  in  play  the  action  of 
the  flexor's  of  the  foot,  wliich  are  the  extensors  of  the  toes, 
enabling  the  heel  in  this  way  to  touch  the  ground.  This 
gradiially  brings  about  hyperextension  of  the  toes  and  a 
resulting  subluxation  on  the  metn,tarsals. 


Hftmmer'toe  (Fig,  316), — In  this  deviation  the  third  pha- 
lanx is  completely  flexed  on  the  second  and  directed  downward 
so  that  the  toe  touches  the  ground  at  its  free  extremity.  The 
second  toe  is  the  one  most  frequently  iiffected.  It  is  caused 
by  wearing  too  short  shoes.     Pressure  of  the  shoe  often  causes 
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a  callosity,  which  inflames  and  suppurates.  It  may  be  necessary 
to  resect  or  amputate  to  effect  a  cure. 

Hallux  valgus  is  a  deviation  of  the  great  toe  externally 
(Fig.  317).  At  times  it  overlaps  and  forms  a  right  angle  with 
the  adjacent  toes.  Associated  with  this  deformity  is  the 
development  of  an  exostosis  at  the  internal  portion  of  the  head 
of  the  first  metatarsal  bone,  and  the  production  of  a  bursa 
(bunion  which  may  inflame  and  suppurate).  The  tendon  of 
the  extensor  proprius  hallucis  retracts  and  assists  in  maintaining 
the  deformity.  The  treatment  consists  in  removing  the  exos- 
tosis. 

The  toes  are  frequently  the  site  of  gangrene  due  to 
atheroma,  diabetes,  frost-bite,  etc.  They  are,  however,  less 
frequently  the  site  of  infections  than  the  fingers. 

Dislocation  of  the  great  toe  on  the  metatarsal  bone  resembles 
a  similar  dislocation  of  the  thumb,  l)ecause  of  the  difficulties 
which  may  present  in  effecting  reduction. 

Nerve  Supply  of  Lower  Extremity .—^The  cutaneous  nerve 
supply  of  the  lower  extremity  is  shown  in  Figs.  318  and  319. 
The  muscles  on  the  front  of  the  thigh  are  supplied  by  the 
anterior  crural  nerve;  the  muscles  on  the  back  of  the  thigh  and 
the  muscles  of  the  leg  and  foot  are  supplied  by  the  great  sciatic 
nerve.  Paralyses  of  the  lower  extremity  are  usually  due  to 
some  lesion  of  the  cord  rather  than  a  paralysis  of  an  individual 
nerve. 

The  anterior  crural  nerve  mav  l)e  involved  in  fracture  of 
the  pelvis,  fractures  and  dislocations  of  the  femur,  tumors 
growing  in  the  pelvis,  and  stab  wounds  of  the  groin.  The 
paralysis  is  manifest  by  inability  of  the  patient  to  flex  the  hip 
or  to  extend  the  knee  on  the  thigh.  There  is  loss  of  sensation 
in  the  skin  covering  the  front  and  inner  side  of  the  thigh,  the 
inner  side  of  the  leg,  and  foot. 

The  obturator  nerve  is  seldom  paralyzed  alone,  usually  in 
association  with  the  anterior  crural.  When  this  nerve  is 
paralyzed  the  adductor  muscles  are  involved  and  the  patient 
is  unable  to  press  his  knees  together,  or  pass  one  leg  over  the 
other.  There  is  loss  of  sensation  in  the  skin  over  the  upper 
and  inner  side  of  the  thigh.  The  most  interesting  phenomenon 
connected  with  this  nerve  is  the  peripheral  expression  of  pain 
in  the  knee  from  irritation  by  pressure  on  its  trunk.  Thus, 
in  hip-joint  disease,  in  sacro-iliac  disease,  in  cancer  of  the 
sigmoid  flexure,  and  in  obturator  hernia  pain  is  complained 
of  in  the  knee. 


THE  LOWER  EXTREMITY 
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i/,  eilemal  «a|>lipn<]<i>:  /.  mii^rulwiilan^  n«ou«:  //.  Intenial  calcnneus. 
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The  Great  Sciatic  Nerve. — When  paralyzed  there  is  loss  of 
power  in  the  muscles  on  the  back  of  the  thigh,  in  all  the  muscles 
below  the  knee,  and  loss  of  sensation  in  the  skin  of  the  leg  and 
foot,  except  on  the  inner  side.  Irritation  of  this  nerve  pro- 
duces sciatica.  It  may  be  caused  by  pelvic  tumors,  stone  in 
the  bladder  when  large,  accumulation  of  feces  in  the  rectum, 
and  tumors  growing  from  the  margin  of  the  great  sacrosciatic 
foramen. 
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Abdomev,  331.  333.  336 
anterior  wall  of,  337 
boat-shaped.  336 
boundaries  of,  336 
clinical  flignificance  of  superficial  fascia, 

337 
coHRenital  defects  of,  344 
female.  336 
in  fleshy  people,  336 
in  young  children,  336 
linea  allxEt  of,  332 

albicantes*  of,  335 

transverxie  of,  333 
lymphatic  (icanglia  of.  449 
niuscloM  of,  337 
posterior  wall  of,  362 
skin  of,  337 

superficial  fascia  of,  337 
surface  anatomy  of,  331,  333 
topographic  anatomy  of,  3;J3 
Abdominal  brain,  460 

cavity  (see  abdomen),  367 

long  axis  of,  367 
fetation,  512 
joint.  368 
muscles,  337,  385 

aponeurosis  of,  337 

conjoint  tendon  of,  340 

disposition  of,  337 

protection  to  the  viscera.  338 
policeman.  371 
rings,  external,  332,  339,  348 

internal,  332,  341,  348 
route  for  kidney  operations,  451 
salivarj-  gland,  435 
tonsil,  402 
wall.  ab^ce;-<ses  in,  345 

anterior,  337 

arteries  of.  342 

cliniral  significance  of  ners'e  supply  to, 
344 

congenital  hernia  thn)Ugh,  344 

injuries  of.  344 

lymphatics  of,  343 

nerves  of,  343 

posterior,  362 

veins  of.  343 
Abducent,  or  sixth  cranial  ner\'e,  38,  97, 

99.  101.  103 
Abscess  of  abdominal  wall,  345 
axillary.  265 
of  breast,  218 
(gluteal.  .')79 
iliac.  579 

ischiorectal.  518,  579 
of  liver.  223.  423 
lumbar.  .579 
mediastinal,  208 
perinephritic,  451 
postorbital.  98 
prevesical.  483 
prostatic,  490 


Abscess,  psoas,  363.  579 

retro-esophageal.  232 

retropharyngeal.  194,  197,  232 

of  spme,  tubercular,  364 

submaxillary.  1.53 

subphrenic,  419 
Accelerator  urina*  muscle,  526 
Accessory  marnmar>'  lymphatics,  216 

palatine  nerves,  140 

pancreas.  4.38 

renal  arterj*.  447 

sinuses  of  nose,  1 18 

thynjids,  191 
Accommodation  of  eye,  106 
Acetabulum,  583 

Achillis  tendon,  566.  616,  621,  638 
Acne  rosacea.  112 
Ac<iuired  umbilical  hernia,  346 
Acromial  epiphysis,  247 
Acromion  process,  233.  240,  247.  252 
Acromioclavicular  articulation,  148 
Acromiothoracic  artery.  176 
Acute  abdomen.  212.  344 

dilatation  of  stomach,  386 

glaucoma.  104 
Adam's  .apple.  2.3,  177,  179 
Addison's  di?sease.  4.57 
Ailductor  brevis  muscle.  581 

longus  muscle.  576,  581 

magnus.  ,56.5.  .594 

pollicis  mu'*cle.  328 

region.  .581 

tubercle  of  femur,  .597 
Adenoid  gn)wths  in  pharj'nx,  14.5,  146 
Adrenalin.  4.56 

Adrenals.  456.      See  SuprarmcU  Glands. 
Air  embolism.  165.  172.  173 
Alcock's  canal.  51 H 
Alexander's  openition,  507 

periosteum,  128 
Alveolar  arrh.  124 
Alveoli,  ah'cess  of,  124 

arche-;  of.  124 

of  the  teeth.  121 
Amne*<ia.  .54 
Ampulla  of  rectum.  470 

stone  in,  431 

variations  in  form  of.  428 

of  Vater,  437 
Amputations.  C'hopart's,  637 

Lisfranc's.  634,  636 

Pirogoff's.  637 

Syme's.  6,37 
Anal  canal.  472.  474 

association  with  neck  of  bladder,  472 
ner\'es  of.  474 
relations  of,  472 
sensitiveness  of,  474 
sphincters  of.  472 
valves  of,  473 
Anal  valves  or  valves  of  Morgagni,  473 
Anastomosis,  circumpatellar,  598 

643 
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Anastomotica  magna  of  elbow,  280 

of  knee,  598 
Anatomic  snuH-box,  237.  307,  308 
Anestitesia  paralvsis,  277 
Aneur>'sin  of  abdominal  aorta,  458 
cirsoid,  of  temporal  arterj',  28 
of  gluteal  artery,  571 
popliteal.  602 
of  thoracic  aorta,  231 
Angina  Ludovici,  151.  153 
Angle,  carrying,  287,  288,  299 
of  knee,  606 
sacrovertebral.  462.  463 
of  scapula,  222.  233 
Angular  arterj',  71 

vein,  47,  101 
Angulus  Ludovici,  204 
Ankle.  621 

amputation  of,  626 
dislocation  of,  634 
fa»cia  of.  621 
fractures  of,  634 
ligaments  of.  621.  622,  626 
regions  of,  622,  624 
resection  of,  626 
tendons  in,  622 
tubercular  arthritis  of,  626 
Annular  ligaments  of  ankle,  621 
of  wrist,  317 
stricture  of  the  rectum.  476 
Antecubital  fossa,  236,  284 
Anteflexion  of  the  uterus,  495 
Anterior  annular  ligament  of  ankle,  621 
of  wrist,  317 
cerebral  arterj',  51,  52,  163 

fossa.  36,  95 
cervical  triangle,  150 
ciliao'  artery,  104,  105 

vein,  106 
circumflex  arter>',  252 
commissure  of  vulva.  544 
communicating  artery,  52 
cniral  ner\-p.  357,  362,  639 
ethmoidal  foramen,  103 
fontanel.  18 
fossa  of  skull.  36 
contents  of,  36 
fractures  of,  .'i6 
interosseous  arter>'  of  forearm,  299 
mediastinum,  226 
nares,  113 
palatine  canal.  141 

foramen.  137 
thoracic  ncn-?8.  272 
tibial  arter>',  616 
true  liganipnt  of  tlie  bladder.  468 
urethra.  521 
Antprt)laternl    ascending    tract     of    spinal 
corrl,  ").')6 
ground  bundle  of  spinal  cord.  557 
Anteroposterior  diameter  of  pelvis,  462 
Anteversion  of  the  uterus,  495 
Anthelix.  10.  .j9 

fossa  of,  .59 
AntitraKU-*.  20.  60 
Antrum  of  Hijrhmore.  21,  85,  121 
lK)Un<larics  of.  120 
infections  of.  121 
of  mastoid.  6.') 
method  of  opening  into.  122 
mucous  membrane  of,  121 
orifice  of.  121 
tumors  of.  1 22 
Antylhis,  inetlxnl  of  ligation  in  aneurysm 

of  arteries  of  leg,  617 
Anuria.  378 

Anus,  artificial.  477.     See  also  .4n«/ TanaZ, 
etc. 
fissure  of,  476 


Anus,  imperforate,  477 
Aorta.  220 

abdominal,  457 
aneurysm  of,  458 
bifurcation  of.  457 
ligation  of.  458 
relations  of,  457 

thoracic.  230 

aneur>'sm  of  arch  of,  231 

descending,  231 
divisions  of,  and  their  relations,  230 
origin  of,  230 
oriftce,  229 
Aortic  plexus,  457 
Aphasia,  54 

causes  of.  54 
Aponeurosis,  brachial,  278 

of  external  oblique  muscle,  239 

of  foot,  629 

orbital.  97.  98 

palatal,  139 

temporal,  97 
Apparatus,  lacrimal,  109 
Appendices  epiploica?,  409,  410 
Appendicostomy,  408 
Appendicular  artery,  403 
Appendiculo-ovariau  artery,  403 

ligament.  403 
Appendix,  401 

blood  supply  of,  404 

clinical  considerations  of,  407 

female,  40^3 

location  of.  333,  402 

lympliatics  of.  402.  404 

nerve.^  of,  405 

presence  in  hernia,  405 

variations  in.  and  position  of,  406 

veins  of,  404 
Aqueduct  of  Sylvius,  50 
Aqueduct  us  Fallopii,  64 
Aqueous  chamber  of  eye.  106 
Arachnoid    membrane   of    brain,    38.    40, 
49 
of  spinal  cord,  554 
Arbor  vita?  of  cervix  uteri.  500 
Arch  or  arches,  alveolar,  124,  125,  137 

costal.  331 

crural,  357 

palmar,  239,  317,  319.  320 
deep,  2.39.  318,  322,  323 
superficial,  239.  319 

pedal,  629 

plantar,  631 

pubic.  463 

zygomatic,  92 
Arcus  senilis,  105 
Area  or  areas,  auditory,  53,  54 

fracture,  of  skull,  33 

general  sensor>',  53.  54 

motor.  53 

of  smell.  53.  54 

speech.  53 

of  spinal  cord.  556 

taste.  54 

visual.  5,3.  54 
Argj'll-Robertson  pupil,  106 
Arm.  the,  278 

collateral  circulation  in.  after  ligation  of 
brachial  arter>*,  283 

compartments  of,  278 

extent  of.  278 

intermuscular  septa  of.  278 

ner\'es  of.  278.  280 

skin  of.  278 

surgical  considerations  of,  281 

vascular  sheath  of,  279 

vessels  of,  279 
Arnold's  ner\'e,  61 
Arteria  centralis  retina*.  101 
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Artery  or  arteries  of  abdominal  wall,  342 
accessory  renal,  447 
acroniiothoracic,  176 
anastomotica  niaRna  of  brachial,  280 

of  femoral,  598 
angular.  71 
appendicular.  403 
appendiculo-ovarian,  403 
articular,  of  knee.  142 
ascending  palatine,  142 

phar>'ngeal,  142,  164 
auricular,  61 

posterior.  28,  164 
axillary.  235 
basilar.  52 

brachial,  276,  278,  279,  280,  283,  286 
of  brain.  51 
bronchial.  224 

carotid,  common,  24,  155,  158,  160,  161, 
162 

external,  80,  144.  160,  163 

internal,   51,    63,    80,    101,    143,    160, 
163 

left.  244 
celiac  axis,  383 
cerebral,  anterior,  51.  52,  163 

of  cerebral  hemorrliage,  52 

middle,  51.  54,  163 

posterior,  52 
cerv'ical,  deep,  175 
ciliar>',  anterior,  104 

long,  101 

short.  101 
circle  of  Willis,  51.  52 
circumflex,  of  ami,  240,  252,  283 

iliac,  deep,  342 
comes  ner\'i  ischiadici,  571 

mediani,  300 
communicating,  anterior,  52 

posterior.  52 
coronarj',  of  lip.  inferior,  125 

superior.  125 
cricothyroid,  180 
cystic.  426 
dorsalis  lingutp.  142 

pedis.  616.  62:},  629 

scapula*.  176.  246.  249 
epigastric,  deep.  342.  582 
facial,  20.  71.  151,  153 
femoral,  common,  577,  593 

profunda.  578 

superficial.  578 
frontal.  27 
funicular.  507 
gastric,  38^3 
gastro-epiploic,  383 
gluteal.  570 
hemorrhoidal,  inferior.  474,  518 

mi.ldle,  474.  489 

superior.  474 
liepatic.  372 
hypojrastric.  345 
iliac,  circumflex,  342 

external.  577 
inferior  profunda,  of  brachial,  280,  28^} 
innominate,  155.  244 
intercostal,  211.  214.  342 

superior.  163.  175.  211 
interosseous,  of  forearm,  299 
of  knee-joint.  598 
lacrimal.  101 
lar>'ngeal.  inferior.  182 

superior.  182 
lenticulostriate.  52 
Hngual.  133.  137.  153,  154,  164,  165 
of  lips,  125 
long  thoracic.  214 

mammarj'.  internal.  211.  214,  228,  342 
maxillar>',  external.     See  Facial. 


Artery,  maxillar>',  internal,  63,  80,  89,  92 
meningeal,  anterior,  41 

middle,  41 

posterior,  41 
mesenteric,  373 
nasopalatine,  138 
obturator,  360.  581 
occipital,  27.  163.  164 
ophthalmic.  99.  101 
ovarian.  501.  509.  511 
palatine,  anterior.  I'.iS 

posterior.  137.  1.38 
palmar  arch.  2;{9.  317,  319,  320 

deep.  239.  322 

superficial.  239,  320 
palpebral.  101 
of  i)enis.  5.31 
peroneal.  617 
plantar,  external.  631 

internal.  631 
popliteal.  602.  616 
profunda  cer\'icis,  163 

inferior,  of  ann.  280 

superior,  of  arm.  280 

femoris.  578 
pudic.  internal.  489.  514,  518 
puImonar>'.  223.  224 
pyloric,  38:} 

radial.  2:58.  297.  305,  306,  307 
ranine,  1:J4 
renal.  447 

acces.»»or>'.  447 
of  scalp.  27 

scapular,  posterior,  176,  248 
sciatic.  571 
spermatic.  540 
splenic.  372.  434 

subclavian.  24.  156,  171,  173,  176 
submental.  151 
subscapular,  249.  283 
superftcialis  vohr,  306 
supra-orbital,  19.  27 
suprascapular,  175 
temporah  19,  27,  61,  163 

anterior.  27 

Ix)sterior,  27 

superficial,  80 
thvroid.  axis.  171 

gland.  188 

inferior.  159.  160.  163.  175,  189 

superior.  163.  164.  165.  182,  189 
thyroidea  ima,  185.  189 
tibial,  anterior.  616 

posterior.  616.  624 
transversalis  colli,  175,  248 
ulnar.  2;i8.  298,  306 
uterine,  .')01 
vacinal.  514 
of  va-*  deferens.  540 
vasa  brevia.  :}72 
vertebral.  38.  51 
vesical.  48:} 

inferior.  48;}.  489 

middle.  48:} 

superior,  48:} 
Articulation     or    articulations.     See    abo 

Joints. 
acromioclavicular.  148 
carpometacari>aI.  315,  324 
chondn)stenial.  219 
Chopart's.  633 
of  eIlH)W.  287 

inferior  radio-ulnar,  308,  309 
of  Lisfranc.  634 
mediocari)aI.  :}08.  310 

tarsal.  633 
metacari>ophaIangeaI,  320,  321,  324 
radiocarpal,  305,  308.  ;}09 
sternoclavicular,  158.  173 


Articulation,  temporomaxillary 

tibiolarsiU.  626 
Artificinl  anus,  477 
Aiyteno-epiglolltdean  [olds,  IS 
Ar>tenoid  cartiloBe,  180.  IS) 

pulntine  •npi3'.  142 

phaii-nKcal  nrlco',  142.  164 
AbciUh,  343.  371 
Asplu-xis.  182 
AxtiBKalU",  632 

diBlocalion  of.  S35 

f  iBcMiic  uf ,  63a 
Atlas,  S51 

lati^nil  ma.-Hi«  of.  552 

nlation  to  phan'nx.  I4S 
Attisia  of  con-is,  4M 
AtjTiit^al  vertebni',  .Ul 


%urirlet>f  «r,  19.  SB 

littfttjt  uid  malpojdtio 

luricuIoteinpoTsI  ii«rve.  31 
rnwrloii  of.  31) 

litilla'^4,  234 
boundonrti  of.  2:14,  204 
punlmtK  o[.  266 
inwion  inio.  265 
■kin  •*.  26S 

Hilary  arS.  2«7'"268 

couree^l'SiS.  '266 
li)^tion  uf,  244.  267 

iTlntir.ii.-'nf,  267 


»  of,  59 
63,  80.  M 

\2)5 


BiBclow.  V-]iKBnwnt  of,  5 
Bile-tract.    Bbk  Gall-trarl 

Bladder,  478.  4SS 

base  nl.  4SU 
tapacity  of,  478 


rophj;  - 


I  of.  484 
"oV  484.  532' 


fasciculated.  485 

fundus' of.  482 

lateral  Irue  linnraent  of,  468 

location  of,  478 

rnidpii'^1ion''j,  485 

neck  of,  480 
palliologic  trian(de  of,  ■ 


«;rnBoV.4 


femulr,  484 
relations  of.  4" 


<   of   111 


Blepharitis,  1118 
Blind  iistula.  475 
Hone  or  bone*,  a.strafcalus,  631.  S32 

atlas,  551 

arnii:-,  308.  310 

clavicle.  2.'i3,  24U,  241 

eodTfi,  461 


pelvic,  484 

Aiygaa  in-ulip.  fio 
Balakic  epispadia'.  532 


femur,  566,  58.!.  585,  595,  905 

nbola.  6lS 

of  fool,  631 

fmnlal.  33,  ,'!.'),  96,  97 

humerus,  233,  250,  252.  261.  262.  263, 

281.  284,  2»;i 
hyoid,  22,  163,  176.  177 
iliac,  3:11,332.  i>«2 
inlermaxilbr)-,  127.  141 
ischium.  463,  562 


meninttitin,  49 
Biunlic  vdn.  338,  281 


Bell's  nah 
BeioliCn 


of.  273 

.72 

istoidilis  of,  68 

eleof  arm.  233,  235,  248,  S 
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Bone,  pisiform.  238,  317 
pubiet,  464.  465 

radius.  237.  300.  302,  308,  309 
ribH,  204.  209,  210 
riders,  577 
sacrum.  461.  464 
scaphoid,  of  foot,  631,  632 

of  wrist.  309.  310 
scapula.  207.  209,  223.  245,  247 
semilunar.  309 
sphenoid,  33.  97 
sternum,  207,  208,  209 
tarsus,  632 
temporal.  33.  163 
thigh.     JiJee  Femur. 
tibia,  618 
trapezium.  315 
turbinated.  114 

inferior.  110.  114,  115 

middle,  114,  115 

superior.  114,  115 
ulna.  237.  300.  302,  309 
unciform,  317 

vertebral,  cer\ical.   158,   167,   171,  549, 
551 

dorsal,  548.  5.51 

lumbar.  364.  548,  551 
vomer,  114 
Wormian,  33 
Boyer.  bursa  of,  177 
Brachial  aponeurosis.  278 
arterj-,  276,  278.  279,  286 

anomalies  of.  280.  283 

bifurcation  of.  280.  283,  297 

compression  of,  282 

course  of,  279 

ligation  of,  282 

relations  of,  279.  280 

vena*  comites  of.  279 
plexu.-,  156,  171,  269.  276 

branches  of,  271,  272 

cords  of.  24.  270.  271 

formation  of,  270,  271 

surgical  considerations  of,  277 
Brachialis  anticus  muscle.  278,  279 
Brachiocephalic  vein,  198 
Brain,  40,  r>3 
areas  of,  53.  54 
arteries  of.  51 

clinical  considerations  of,  57 
compression  of.  57 
concussion  of.  57 
contusion  of.  57 
membranes  of.  40 
relations  to  sk\ill,  57 
sinuses  of,  44 
water  bag  of.  50 
wound  of,  .'»7 
Branchial  cleft,  145 
ovsts.  203 
fistula.  203 
Breast.     See  also  Mammary  Gland. 
abscess  of.  218 
areola  of.  213 

areolar  Ivmphatics  of.  215,  216 
cancer  of.  217.  218 
cutaneous  lymphatics  of.  215 
glandular  lymphatics  of.  215 
incision  into.  219 
infection  and  nmtes  for,  218 
neopla^^nix  of.  216,  217 
pigeon.  208 

reflected  pain  from.  215.  217 
removal  of.  218 
sebaceous  glands  of,  213 
subcutaneous  tubercle  of,  216 
Bregma,  18 

Bristow's  method  of  inflation  of  bladder, 
480 


Broad  ligament  of  utenis,  505 
abscess  of.  506 
borders  of.  506 
chnical  considerations  of,  506 
content^  of,  505 
mesosalpinx  of,  506 
mcsovarium  of,  506 
relations  of,  505 
Broca's  region.  5;J 
Brodel's  wliite  line,  448 
Brodie's  abscess  of  tibia,  620 
Bronchial  arterj*,  224 

glands,  231 
Bronchocele.  190 
Brunner's  glands.  394 
Bryant's  triangle,  564 
Bubo,  351,  575 
Bubonocele.  351.  354 
Buccal  cavity,  93,  125 

ner\e.  84 
Buccinator  muscle,  84 
Buck  teeth,  146 
Bulbocavemosus  muscle,  526 
Bulbs,  vaginal,  547 
Burdach,  tract  of.  556 
Bursa,  or  burs;i'.  anserina,  601 

bicipital.  286 

ischial.  569 

mucous,  of  foot,  629 

olecranon.  289 

omental.  370 

palmar,  320 

of  popliteal  space,  601 

prepatellar,  598 

psoa.s,  579 

retrf>calcanean.  624 

subdeltoid,  2.'>0 

submammary.  214 

subscapular.  245 

supra-acn>mial.  249 

suprapatellar.  610 

trochanteric,  569 

thvrohvoi<l.  or  bursa  of  Boyer,  177 
Buttocks.  568 

arteries  of.  ,570 

fascia  of.  568 

fold  of.  .569 

lipoma  of.  568 

lymphatics  of,  573 

ner\'es  of.  570 

skin  of.  568 


CALCANEOscvPHOin  ligament,  633 
Calcarine  fissure.  54 
Calf.  016 

muscles,  616 
Callosities  of  foot.  628.  629 

of  hand.  .317 
Canal.  Alcocks.  518 

anal,  472,  474 

anterior  palatine,  141 

carotid.  .51 

crural.  3.59 

dental.  93 

Fallopian.  67 

Hunter's.  .594 

inguinal.  348 

lacrimal.  110 

of  Nuck.  348.  507,  544 

obturator.  .581 

posterior  palatine,  137 

of  Schlemm.  106 

of  Wirsung.  437 
Canine  teeth.  128 
Canthi  of  the  eyelids.  107 
Capsular  ligament  of  hip-joint,  585 
of  shoulder.  245.  250 
of  temporomaxillary  articulation,  88 


648 


INDEX 


Capsule  of  kidney,  443 
of  parotid,  79 
of  prostate.  468 
of  Tenon.  95.  97 
function  of.  95,  98 
structure  of,  95 
Caput  succedaneum,  32 
Carbuncle,  148 
Cardiac  end  of  stomach,  381 
Cardiorrhaphy,  230 

Carotid  artery,  common,  24,  155,  158,  160 
aneurysm  of.  161 
anonmlies  of,  162 
bulb  of.  161 
collateral   circulation  after  ligation 

of,  162 
compression  of,  160 
course  of.  158 
ligations  of.  161 

anatomic  considerations  in,  162 
origin  of.  1,">8 
relations  of,  158,  159,  160 
satellite  muscle  of,  158 
surface  landmarks  of,  162 
external,  80.  144.  160,  163 
internal.  63.  80,  101,  143,  160,  163 
Carotid  canal.  51 
ganglion.  166 
region.  155 
sheath,  158,  162 

contents  of,  158.  162 
triangles,  inferior,  150,  155 

superior,  150.  155 
tubercle  (or  tubercle  of  Cbassaignac). 
23,  160.  162 
Carpal  bones.  308,  309.  310 

fracture  of,  314 
Carpouietucari>al  joint.  315 
Carrying  angle.  287.  288,  294 
Cartilages,  arytenoid.  180.  181 
cricoid.  23,    160.  162,  177 
fibn)-.  intervertebral.  549 
ensifomi.  204.  331 
of  nose,  lateral,  112 

.septal.  114 
of  Santorini,  181 
semilunar,  of  knee.  607 
thyroid.  23.  16:i,  177 
Canmcle,  urethral,  516 
Caruncula  lacrimalis.  108 
Canmcuhi'  myrtiformes,  547 
Cataract.  106 
Catheterization.  524 
Cauda  otiuina.  553.  557 
Caudate  nucleus,  r^2 
Caye  of  Meckel.  77 
Cavernous  plexus.  103 

sinus.  37.  44.  48.  101.  163 

arteriovenous  aneur>'sm,  with  internal 

carotid,  37 
rontonts  of.  37.  4S 
infections  of,  49 
tliroin})o*!i«.  f»f.  48 
surgical  considerations  of.  48.  49 
Cavity  or  cavities,  abdominal.  367 
buccal.  9:^.  125 
cranial.      See  ('rani urn. 
glenoid.  88.  251.  252.  254 
nasal.  1 13 
orbital.  95 
pelvic.      See  Ptln/t. 
peritoneal.     See  Abdominal. 

lesser.  370 
sigmoid,  287 
thoracic.  219 
tympanic.  62,  63 
Cecum.  397 

abnormal  location  of.  399 
clinical  coDsiderations  of,  401 


Cecum,  foreign  bodies  in,  401 
mesentery  of,  377 
peritoneal  covering  of,  398 
tv-pes  of,  399 
Cehac  axis,  383 
Cephalic  vein,  236 
Cerebellum,  3JS 
Cerebral  arteries,  anterior,  52 
middle,  163 
posterior,  52 
Cereorospinal  fluid.  40.  49,  554 
composition  of,  50 
fiowmg  from  nose,  37 
functions  of.  50 
outlets  of.  50 

surgical  considerations  of.  50,  51 
Ceruminous  glands  of  ear,  61 
Cervical  adenitis,  153 

enlargement  of  spinal  cord,  553 
fascia,  deep.  196 
neuralgia.  30 
plexus.  169 
quadrilateral.  150 
sympathetic,  166 

effects  of  resection  of,  168 
ganglia  of.  166 
resection  of.  191 

surgical  considerations  of,  167,  168 
vertebra.  158.  167.  171 
Cervicofacial  <li vision  of  facial  nerve,  81 
Cervix  of  penis,  529 
of  uterus.  494.  497 
arbor  vita'  of,  500 
atresia  of,  499 
cancer  of,  500,  504 
cavity  of.  500 
external  os  of,  498 
internal  os  of,  499 
lips  of.  499 

supravaginal  portion  of,  497 
vaginal  portion  of.  498 
Charcot's  artery  of  cerebral  hemorrhage.  52 
Chassaignac.  tul>ercle  of.  23,  160,  162 
Check  ligament  of  cer\'ical  vertebrae,  552 

of  eve.  98 
Cheeks,  lipomas  of,  85 
neuralgia  in,  84 
pus  in.  85 
Chest.  207.     See  also  Thonu. 
barrel -shaped,  207 
diameter  of,  207 
circumference  of,  207 
flat.  207 
retracted.  207 
Choked  disk.  102 
Cholecystenterostomy,  432 
Choledochotomy.  432 
Chondrostemal  articulation,  219 
Chopart's  amputation.  637 

articulation,  633 
Chorda  tvmpani,  63,  93,  134 
Chordee.  533 

Chorr)id  membrane.  105,  106 
disposition  of.  105 
function  of.  105 
melanosarcoma  of,  105 
vessels.  101 
Chyle  cysts.  374 

Cicatricial  stricture  of  rectum,  476 
Ciliarv  arteries,  101,  104 
body. 105 
ganglion.  102 
muscle.  102.  103,  105 
veins.  106 
Circle  of  Willis.  51.  52,  163 
Circular  sin\is.  44 
Circumflex  arter>'.  246,  283 
iliac.  342 
ner\'e,  246,  250,  255,  257.  273 
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Circumpatellar  BDastomosis,  598 
Circumvallate  papilla*.  22.  132 
Cirsoid   aneuryMin   of   ophthalmic    artery, 
101 
of  temporal  arter>',  28 
Clavicle.  233.  240,  241 

articulations  of,  241 

di.>ilocation!4  of.  241 

excision  of,  244 

fracture  of.  242.  253 

neoplasms*  of,  244 
Clavicular  region.  240 
Clavipectoral  fascia.  243,  265 
Claw-hand,  276,  300,  323 
Cleft  palate,  140,  141,  142 

sternum,  209 
Clinoid  processes,  43 
Clitoris,  546 

lifcaments  of,  547 

prepuce  of.  .>46 

structure  of,  546 
Club-foot,  622 
Coachman's  bursitis,  569 
Coccyx,  461 
Cold  in  the  head.  117 
Colic,  salivar;^'.  153 
Colic  impression  on  liver.  417 
Collar  incision  of  Kocher.  101 
Colles'  fascia.  525 

fracture.  309.  310 

anatomic  factors  in,  311 
complex  of,  310,  311.  312 
reduction  of.  313 

or  triangular  ligament  of  abdomen, 
339 
Colon.  .33*5.  409 

blood  supply  of.  411 

capacity  of.  410 

characteristics  of  its  coats.  409.  410 

differential  landmarks  in,  410 

divisions  of,  409 

mesentery  of,  377 

surgical  considerations  of,  414 
Colostomy,  anatomic  points  in,  415 
Columns  of  Morgagni,  473 
Comes  nervi  ischiadici  artery,  571 

mediani  artery.  300 
Commissures  of  spinal  cord,  555 

of  vulva.  544 
Common  bile-duct.  372.  389.  437 
course  and  divisions  of.  427 
relations  of,  389 
stones  in.  430 

carritid  artery.    See  under  Carotid  A  rtery. 

ligament X  of  spinal  column,  552 
Communication  between  intra-  and  extra- 
cranial circulation.  41 
Communis  extensor  tendons  of  han<l.  327 
Complete  or  scrotal  hernia.  351,  354.  356 
Compound  palmar  ganglion.  322 
Compre-isor  urethra?  muscle,  527 
Concha.  19.  60 

Conduction  paths  of  spinal  cord.  556 
Condyles  of  femur.  566 

of  humerus.  235.  284 

of  jaw,  20.  88.  89 
Congenital  defects  of  abdomen,  344 
of  penis.  531 

dislooatitm  of  hip,  591 

hernia  thmugh  abdominal  wall,  344 
umbilical.  346 

hydmcele.  542 
Conjoint  tendon  of  abdominal  muscles,  34 
Conjugate  diameters  of  pelvis,  462 
Conjunctiva,  108 

divisions  of.  108 

inflammation  of.  109 

vessels  of.  101 
Conoid  ligament,  241 


Constrictor  muscleti  of  pharynx,  146 
Contraction,  Dupuytren's,  319 

ischemic,  of  Volkmann,  302 
Convolutions  of  the  brain,  53 

hippocampal.  54 
Coracoclavicular  Ugament,  241 

brachialis  muscle,  235.  248.  250,  279 
(^oracoid  pn>cess,  234,  248,  252,  279 
Cord  or  cords  of  brachial  plexus,  271 

>I)ermatic.  348,  538 

spinal.  552 

umbilical.  345 

vocal.  181 
Cornea.  100.  103.  104 

intlammation  of,  105 

nutrition  of.  105 
Corneal  opacities.  105 
Corona  of  penis,  529 
Coronal  suture.  55 
Coronarj'  arteries  of  the  face,  71,  125 

ligaments  of  liver,  419 
Coronoi«l    process    of    inferior    maxillary 
bone,  31 
of  ulna.  291 
Corix)ra  cavernosa.  526.  528.  529 
Coqius  si)ongiosum.  529 
Coryzji,  117 
Costal  arches.  331 

groove,  210 
Costo-acron)ial  ligament,  252 
Costoclavicular  ligament,  241 
Costocoracoid  membrane,  243,  244 

vertebral  grf>ove.  224 
Cotyloid  ligament,  583 

notch.  ,583 
Cowper's  glands.  523 
('oxa  vara.  584 
Cranial  bones,  33,  39 

fracture  of,  .35.  36,  37 
peculiarities  of  nutrition,  34 
structure  of.  34 
sutures  of.  ,33 
tumors  of.  .3.3 
syphilis  of,  39 
tuberculosis  of,  39 
union  of,  33 

cavity,  40 

content"*  of,  40 
Craniocerebral  topography,  52,  53 
("raniotabe**.  39 
Cranium,  33.  34 

base  of,  36 

vault  of.  33 
Crema-^teric  fascia.  340.  536 

muscle.  340.  .W6 

reflex,  o^io,  536 
Crepitus,  nmffled.  293 
Crest  of  ilium.  .')62 

of  OS  pubis,  462 
Cretinism.  187 
Cribriform  fascia  of  thigh,  576 

plate  of  etlunoid.  36 
Cnco-arvtenoideus  posticus  muscles,  180 
(Vicoid  cartilage.  23.  160.  162.  177 
Cricothyroid  arter>'.  180 

membrane.  23.  177.  179 
Crile.  method  of  ligation  of  common  carotid 

arter>'.  162 
Crista  gain,  103 

Crossed  pyramidiil  tract  of  spinal  cord,  550 
Crucial  ligaments.  610 
Cniral  arch,  357 

canal,  3.'>9 

ner\'e,  357.  362.  565.  639 
Crureus  mu.«<cle.  593 
Cnitch  paralysis,  277 
Crvptorchidism.  541 
Cuboid  bone  of  foot.  631.  633 
Cul-de-sac  of  Douglas,  471.  492.  497 
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Cuneate  lobe  of  brain,  54 
Cuneifonn  bone  of  foot,  631,  632 

of  wrist,  309 
Cystalgia.  474 
Cystic  artery,  426 

duct,  430 

angulation  of,  424 
stone  in.  430 
Cystocele,  513 

vaginal,  485 
Cyst  or  cy»t!«,  branchial,  203 

of  canal  of  Nuck,  544 

chylous  or  mesenteric,  374 

of  hand.  329 

hydatid  of  liver.  424 

intrahgamentous,  510 

of  jaw,  129 

lacteal,  214 

of  hver,  223 

Meibomian,  108 

of  ovary.  510 

pancreatic,  439 

parovarian.  510 

salivary.  153 

synovial,  of  popliteal  space,  604 

of  testes,  537 

of  urachus,  346 


Dacryocystitis,  110 
Dangerous  area  of  eye,  105 

of  scalp.  26 
Dartos.  534 

action  of,  534 
Darwin,  tubercle  of,  60 
Deadly  mesenteric  line,  393 
Deep  cer\'ical  artery,  175 
fascia,  196 
lymphatics,  134 
circumflex  iliac  artery,  342 
epigastric  artery,  342 
course  of.  342 
iniur>'  to.  342 
relations  of,  342 
facial  vein,  71 
fascia  of  knee-joint,  597 
gluteal  fascia,  568 
palmar  arch.  239,  318.  322,  323 

fascia.  318,  319 
temporal  nerve,  93 
Deltoid    or    internal    lateral    ligament    of 
ankle.  626 
muscle,  250,  253 
atrophy  of,  250 
lipoma  of,  264 
paralysis  of,  234,  255 
region,  149 
Dental  canal,  9.3 
foramen,  93.  74 
g\iide  to.  94 
Dentition.  128 
Dermoid  cysts  of  ovar>',  510 

of  scrotum,  .534 
Descendens  noni  ner\'e,  160,  162 
Descending  colon,  413 
Diameters  of  the  pelvis,  462 
Diaphragm.  219 

central  tendon  of,  219 
crura  of,  220 
extent  of.  219 
functions  of.  219 
layers  of.  219 
lymphatics  of,  378 
nerves  of,  220 
openings  through.  220 
pelvic.  465 
rupture  of.  220 
vault  of.  219 
wounds  of,  220,  22 


Digastric  muscle,  150,  151,  164,  165 
Digital  fossa,  536 
Diploe.  34 

infectious  processes  in.  29 
Diploic  veins  of  scalp,  29 
Diplopia,  38 
Direct  cerebellar  tract  of  spin&l  cord, 

inguinal  hernia,  354 

pyramidal  tract  of  spinal  cord,  556 
Disease,  Addison's,  457 

Banti's,  435 

Graves'  (or  exophthalmic  goiter).  18' 

of  hii>-ioint,  364 

Hodgkln's,  143.  202 

Paget's,  of  the  nipple,  213 

tubercular,  of  spine    (Pott'sH),    212.  i 
561 
Dislocation  or  dislocations  of  ankle,  63c 

of  astragalus,  635 

congenital,  of  hip,  591 

of  elbow.  290 

of  great  toe,  639 

of  hip,  588.  589 

of  iaw,  90 

of  knee,  613 

of  patella,  609 

radiocarpal,  310 

of  shoulder-joint,  252 

of  spine,  560 

subacromial.  25.3 

subclavicular.  253 

subcoracoid.  253 

subglenoid,  247,  253,  254 

subspinous,  253 

of  wrist,  310 
Diverticula  of  ischiorectal  fossa,  518 
Diverticulum,  Meckel's,  346 
Dorsal  vein  of  penis,  531 

vertebra,  551 
Dorsalis  Ungual  arter>'.  142 

pedis  arterj',  616,  623,  629 

scapular  arter>-,  176,  246,  249 
Dorsum  ilii  dislocation  of  femur,  589 
Double  harelip,  142 

vision,  38 
Douglas,  cul-de-sac  of,  471.  492,  497 

semilunar  fold  of,  340 
Duct  or  ducts,  bile-,  common,  372.  3S 
437 

cystic,  420 

ejaculatory,  493 

of  Gartner.  505,  509 

hepatic,  426 

lactiferous.  214,  218 

of  MuUer,  503 

nasal,  110 

pancreatic.  .389,  430,  437 

prostatic,  489 

of  Rivinus,  131 

of  Santorini,  437 

seminal,  491 

Stenson's,  20.  81,  85.  125 

subungual,  131 

thoracic,  173,  220,  244 

thyroglossal.  132 

vitello-intestinal,  345 

>\'harton's,  131.  152 

of  Wirsung.  437 
Ductus  arteriosus.  230 
Duodenal  impression  of  liver.  417 
Duodenocholedochotomy,  432 
Duodenojejunal  flexure,  387,  390 

fossa  for  fossa  of  Treit«),  387,  390 
Duodenum,  389 

characteristics  of.  389 

clinical  considerations  of,  390 

perforating  ulcer  of,  391 

relations  of.  389 

traumatic  rupture  of,  390 
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Dupuytren's  contraction,  319 
Dura  mater  of  brain,  34,  40 

of  spinal  cord,  553 
Dysphagia.  161.  1^.  231 
Dyspnea,  161.  182,  190,  231 
Dysuria,  490,  496 


Ear.  59.  60.  61,  62 
auricle  of,  19,  59 
external,  59 

anatomic  considerations  of,  59,  60 
clinical  considerations  of,  62 
extent  of,  60 
middle,  64,  67,  89 

anatomic  considerations  of.  63 
clinical  considerations  of.  67 
facial    paralysis    due    to    suppuration 
in.  67 
ossicles  of,  63 
Ectopia  testis,  541 
Ectropion,  108 
Ejaculatory  ducts,  493 
access  to.  493 

clinical  considerations  of.  493 
orifices  of,  489 
Elbow.     See  also  Elbotc-joirU. 
arterial  circle  of,  286 
bend  of.  286 

bony  points  of.  235,  236,  284 
dimple  of.  288 
grooves  of.  284 
miner's,  289 

muscular  eminences  of,  284 
synovitis  of.  284 
venous  M  of,  284 
Elbow-joint.     See  also  Elbow. 
ankylosis  of,  287 
dislocations  of.  290 
reduction  of.  292 
varieties  of,  291 
fractures  in  vicinity  of,  292 
interarticular  line  of.  2JB7 
ligaments  of,  287 
resection  of,  289 
separation  of  epiphysis  in,  293 
surgical  considerations  of.  289 
Elephantiasis  of  scrotum.  535 
Embolism,  air,  165,  172.  173 

pulmonary,  224 
Eminence,  h>T>othenar.  238.  239,  317 

thenar^  238,  239.  316 
Eminentia  articularis.  88.  90 
Emissary  veins  of  skull,  29 
Emphysema,  pulmonar>',  225 
subcutaneous,  of  nose.  112 
of  thoracic  wall.  225 
Emphysematous    or    barrel-shaped    chest, 

207,  210 
Empyema.  210.  222 
Encysted  hernia.  352 

hydrocele,  542 
Ensiform  cartilage,  204,  331 
Enterectomv,  .396 
Enterotomy,  .396 
Enteroptosis.  338.  412 
Entropion,  108 

Epidemic  parotitis  (mumps),  80 
Epididymis,  .5,36 

gonorrheal  and  tubercular  a£Fections  of, 
.543 
Epididymitis,  536 
Epidural  hemorrhage,  41 
causes  of,  42 
symptoms  of,  42 
space  of  spinal  cord,  553 
Epigastric  artery,  342 

region  J  333 
Epigastrium,  212 


Epiglottis,  22.  145.  181 
detached,  178 
functions  of,  181 
Epilepsy,  focal,  41 
Epiphysis  of  femur,  613 
of  humerus,  261 
of  radius,  309 
separation  in  shoulder,  261 

of  lower  femoral,  613 
of  ulna.  309 
Epiplocele.  370 
Epiplopexy.  371 
Epispadias,  532 
Epistaxis  (nose-bleed),  117 
Epulis.  127 
Erb's  paralysis.  277 

Erectile  body  of  nasal  mucous  membrane, 
117 
of  penis,  529 
of  vagina,  547 
Erector  penis,  526 

spiiKi*  m\iscles,  3.34.  366 
Esophagotomy,  194,  196 
Esophagus.  23.  159,  193,  220 
extent  of,  193 
lymphatics  of.  195 
opening  in  diaphragm,  220 
points  of  constriction  in,  194 
relations  of.  194 
stricture  of,  195,  196 
Estlandcr's  operation  for  empyema,  210 
Ethmoid  bone,  36,  96,  122 
cribrifonn  nlate  of,  36 
I>ernendicular  plate  of,  114 
Ethmoidal  colls.  96,  122 

inflammation  of.  96,  122 
outlets  of.  122 
foramen,  anterior.  103,  122 
posterior.  122 
Eustachian  tube.  64,  145.  146,  147 
anatomic  considerations  of,  64 
infections  in.  64 
inflation  of.  64 

method  of  Politzer,  64 
of  Valsalva,  64 
opening  in  phar>'nx,  145 
Excision  of  rectum,  477 
Exophthalmic  goiter,  168,  187.  190 
Exophthalmos,  pulsating.  37 
Exstrophy  of  tlie  bladder,  344 
Exten.sor  brevis  i)ollicis.  307 
communis  digitorum,  307 
indicis,  307 
longus  digitorum,  567 

pollicis,  307 
minimi  digiti.  307 
muscles  of  forearm,  297 

of  leg.  616 
ossis  metacarpi  pollicis,  307 
proprius  hallucis,  567 
<iuadriceps,  565 
External  abdominal  ring,  322,  339,  348 
angular  process,  18 
annular  ligament  of  ankle,  622 
anterior  thoracic  ner\'e,  272 
articular  arter>'  of  knee,  598 
auditor>'  meatus,  17,  19,  60 
calcaneal  arter>',  617 
carotid  arter>',  80,  93,  144.  160,  163.  164 
anatomic  considerations  of.  164 
differentiation  from  internal,  163 
ligation  of.  93.  164 
relation  to  parotid  gland,  164 
condyle  of  femur.  566 

of  humenis.  235 
cutaneous  ner\'e  of  abdomen,  357 

of  thigh,  362 
ear,  59 
genitals,  female,  544 
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External  genitals,  male.  528,  533,  536,  539 
hemorrhoids,  276 

iliac  artery,  577 
glands.  503 

intermuscular  septum  of  arm,  278 

jugular  vein.  149,  153.  168,  171,  173 

lateral  ligament  of  jaw,  89 

ligament  of  knee,  609 

oblique  muscle,  338,  339 

occipital  protuberance.  17 

OS  of  cervix  uteri,  498 

plantar  artery.  631 

popliteal  nerve.  568,  604 

pter>'goid  muscle.  90,  92,  93 

rectus  muscle.  99 

saphenous  vein.  604,  615 

sphincter  of  rectum,  472 

strabismus,  38,  102 
Extroversion  of  the  bladder,  484,  532 
Eye.     See  also  Orbit. 

accommodation  of,  106 

aqueous  chamber  of,  106 

check  ligaments  of,  98 

dangerous  area  of,  105 

enucleation  of,  97,  107 

muscles  of,  99 
Eye-ball.  95.  100,  104.     See  also  Eyt. 

coats  of,  104,  105 

pain  in,  104 
Eye-lashes,  108 
Eye-lid,  95,  107 

aflfections  of,  97 

functions  of,  107 

glands  of,  108 

layers  of.  108 

nerv'es  of,  108 

structure  of.  107 


Face,  areas  supplied  by  the  trifacial  nerve, 

76 
blood  supply  of.  70,  71 
clinical  considerations  of,  71,  72 
epithelioma  of.  70 
location  of  foramina  on,  74 
Ijinphatics  of,  78 
muscles  of,  70 
nerves  of,  72 
skin  of.  70 
Facial  a^te^>^  20,  151.  153,  164 
muscles,  70 

divisions  of   70 

functions  of,  70 
nerve.  26.  72.  81.  147 

course  and  divisions  of,  72 

paralysis  of,  38.  64.  66,  72 

relation  to  i)arotid  gland,  81 
neuralgia,  168 

paralysis  (or  Bell's  palsv),  72 
process  of  parotid  gland,  79 
vein,  71,  126,  151,  153,  166 

danger  of  infections  in,  71 

phlebitis  of,  71 
Falciform  or  siispensorv  ligament  of  liver, 

370 
proce^^s  of  fascia  lata,  576 
Fallopian  canal,  64 

caries  of,  67 
tubes,  510 

access  to,  512 

ampulla  of.  .')10 

coats  of,  511 

clinical  considerations  of,  511 

extirpation  of.  512 

fimbriated  extremity  of,  510 

functions  of.  510 

inflammation  of,  511 

i«thmus  of,  510 

lymphatics  of,  511 


Fallopian  tubes,  nerves  of,  511 

orifices  of,  510,  511 

structure  of,  510 

vessels  of,  511 
Falx  cerebelU,  43 

cerebri.  42 
Farabeuf  s  triangle,  166 
Fascia,  axillar>'.  265 
bicipital,  284,  286 
cer\'ical,  deep,  196 
clavipectoraf.  243,  265 
CoUes',  525 
cremastcr,  340,  536 
cribriform,  576 
deep  palmar,  318,  319 
gluteal,  568 
mac.  362 
infundibular.  341 
intercolumnar.  349 
ischiorectal,  468 
of  knee-joint,  597 
lata,  575.  593 

muscular  hernia  through,  503 
lumbar.  366 
obturator.  468 
palmar,  318.  319 
pectoral,  214 
pelvic,  467 
penis,  531 
plantar,  630 
prevertebral,  158 
rectovesical.  408 
superficial  palmar,  317 

of  scalp,  25 
temporal,  31 
tran  ivcrsaUs,  341.  348 
Fatty  ball  of  Bichat.  85 
capnule  of  kidney,  443 
Fauces,  139 
isthmus  of.  145 
pillars  of.  21,  139,  140 
Felon  or  whitlow,  325 
Female  genitals,  external.  544 
pelvis.     See  Pelvis. 
perineum.  544 

points  of  difference  and  siinilarity  to 
male,  544 

triangles  of.  544,  545 
Femoral  artery,  565.  577.  593 

anomalies  of,  595 

collateral  circulation  of,  571 

digital  compression  of.  578 

divisions  of^  594 

ligation  of,  m  Hunter's  canal,  595 
in  Scarpa's  triangle.  578 
hernia,  359 

coverings  of.  360 

herniotomy  for  radical  cure  of,  361 
for  strangulation  of,  360 

mechanism  of  taxis  in,  360 
ring.  358 

relations  of.  359 
sheath.  358.  359 
vein.  579 

phlebitis  of.  579 

wounds  of,  579 
Femur,  articulation  with  hip.  583 
condyles  of.  566 
fracture  of  base  of,  586 

of  neck,  585,  586 

of  shaft.  595 
interarticular  line  of,  566 
intercondyloid  notch  of,  605 
necrosis  of.  596 
osteomyelitis  of.  596 
sarcoma  of.  596 
trochanters  of.  584,  585 
Fenestra  ovalis,  63 
Fetation,  abdominal,  512 
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Fibula.  618 

fracture  of,  619 

head  of,  566 

iimlleolus  of,  566 
Fifth  cervical  vertebra,  171 

cranial  nerve,  37,  76,  97,  101 

metatarsal  bone.  567 
Filum  terrainale,  554 
Fingerx,  324 

amputations  of,  328 

bones  of,  327 

dislocations  of,  328 

dorsal  surface  of,  326 

extensor  tendons  in,  327 

flexor  tendons  in,  326 

ligaments  of,  328 

skin  of,  325 
Fissure  or  fissures  of  anus,  476 

calcarine,  54 

of  Glaser,  88 

loniBcitudinal,  17.  55 

parieto-occipital,  57 

pter>'gomaxillar>'.  92 

of  RolandOj  53,  54,  56 

of  Santorini,  62 

sphenoidal.  77,  93,  97.  100 

sphenomaxillary',  92.  97 

oT  spinal  cord.  554 

of  Sj'lvius.  37.  51.  55,  163 
Fistula,  anal.  475,  519 

blind,  475 

branchial.  203 

gastric.  381 

norseehoe.  475 

in  ano.  475.  519 

of  pamtid  gland.  82 

rectovafipnal.  513 

rectovesical,  481 

salivar>'.  82 

ureterovaginal.  513 

urethrova^nal.  513 

vesico-uterine,  484,  497 

vesicovaginal,  484.  513 
Fixed  vertebra,  551 
Flat  chest.  207 

foot,  629,  632 

structures  involved  in.  632 
Flexor  brevis  digitorum.  637 

carpi  radialis.  306 
ulnaris.  298.  299 

longus  digitorum.  637 
hallucis.  616 

muscles  of  forearm.  297 
of  leg.  616 
of  thigh.  600 

profundus  digitorum.  ^iOO 

snbliniis  digitonini.  299 
Flexure,  duodenojejunal,  387 

hepatic.  409 

signiiiid.  409 

Fplonir.  409 
Floating  bodies  in  knee-joint.  612 

kidney.  444 
Focal  epilep**y.  41 
Fold  or  folds,  ar\'teno-epiglottic,  181 

of  axilla,  43:i 

of  buttock,  .509 

glosso-epi  plot  ti  dean.  181 

of  groin.  .573 

seniiluimr.  of  Douglass.  340 
Fontana.  spares  of.  106 
FontaneN,  18 
Foot.  628 

amputations  of.  636 

aponeurosis  of.  629 

bones  of.  631 

callosities  of.  628,  629 

club-.  622 

flat-,  629.  632 


Foot,  b'rophatics  of,  629,  631 

perforating  ulcer  of,  629 

skin  and  subcutaneous  tissue  of,  628 

veins  of,  625 
Foramen    or    foramina,    cecum    of    dura 
mater,  44 
of  tongue.  132 

dental.  93.  94 

ethmoidal,  103,  122 

infra-orbital,  74,  75 

jugular.  39 

of  Key.  50 

magnum,  38 

of  Magendie,  50,  554 

mental,  20,  74,  76,  87,  93,  94 

of  Munro.  50 

obturator,  581 

optic.  99.  101 

ovale,  78 

palatine.  137 

of  Uetzius,  50 

rotundum.  77,  78 

sacrosciatic,  570 

sphenopalatine,  93 

spinosum.  78 

sternal.  208 

supra-orbital,  V4,  103 

of  Winslow.  370,  372 
of  heniia  through,  377 
Forearm.  297 

bones  of.  300 
fracture  of.  302 

extent  of.  297 
^  muscles  of.  297.  302 
Fomices  of  vagina.  513 
Fay«a  or  fossa*,  antecubital,  236,  284 

of  anthelix,  59 

cerebral,    anterior,  36,  95 
middle.  37 
posterior,  38 

cranial.     See  Cerrbrcd. 

digital.  r>36 

duodenojejunal,  387 

glenoid,  of  temporal  bone,  88,  89 

of  helix.  59 

ileocecal.  406 

ileocolic.  406 

iliac.  362 

infraclavictilar.  243 

infraspinous.  245 

i.sphio rectal.  518 

nasal.  44.  9") 

navicularis,  544 

pericecal.  405 

peritoneal.  349 

pter\'gomaxillar>'.  92 

renal.  443 

of  Rosenmiiller,  145 

scapular,  24.'» 

of  skull.     See  Cerrbral. 

sphenomaxilIar>',  93,  97 

subcecal.  406 

subclavian.  234 

subscapular.  245 

.supraclavicular.  169 

suprascapular.  171.  245 

tempomf,  19,  31.  93,  95.  97 

zygomatic.  90.  97 
Fourchette,  544 

Fourth  cranial  nerve  or  trochlear,  37,  97, 
im.  101 

lumbar  vertebra,  390 

sacral  ner\-e.  474 
Fowler,  method  of  treatment  in  peritonitis, 

378 
Fracture  or  fractures,  of  acromion  proceae, 
247 

of  anatrmiic  neck  of  homeniB,  261 

of  ankle,  635 
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Fracture,  arw  of  slrall.  3 


neruB.  292.  293 


>(  Gbul>.  619 
oto  fronloJ  sinu 


Potl'a,  31U,  827 
of  ribs,  211) 


Fnnum  uf  pcni».  &3I) 
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GBHwrJaii.  74 
MrckrlV,  97 


-ian  gkaclion.  loalion  of,  37.  77 
<cUiiay,  387  .'SSS 


tUlstalioD,  3S5 
lialula.  381 


Gemrllu.-  interior  mUHrlf,  570 

Hujurior  muwl*,  570 
Gfoeni  wniuo'  am,  53.  M 

funclion  of.  54.  55 

loratiun  of,  54 
GenidrfoMui  rnuwle.  IM.  130, 
Cjeniuhyuid  mu>c\r.  132 

i.ialp.  528,  ,1:W.  536,  639 

Genu  valgum,  6116  ' 

Girdp.,  iii.'ll.od   .,f    resKlion 


Dup  of  Blaudi.  384 


■of.  4 


of  [tlaiKlin,  i:i3 
bmnrliial.  231 
Bmnner's,  394 


ofLiitn?,  523' 
lyiiiphalic.     8«  UB 
fntjii-iduai  Retrioi] 


mbftrulnur.,  ; 
of  Nuhn.  133 
obturaloi    -"- 


I.  339.  359.  360 


paralbyraid,  I 
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Gland,  retrocarotid,  160 

retrosternal,  218 

of  HosenniQller,  575 

saliva r>',  79,  131,  151 

serous,  of  tongue,  133 

Skene's.  515 

Hubclavian,  216,  217 

sublinRual.  22,  131 

8ubmaxiIIar>%  126,  151 

submental,  126 

Hupra-epitrochlear,  286 

suprarenal.  456 

thy-mus.  224 

thyroid,  159 

of  Tyson,  530 

vulvovaginal.  547 

of  Weber,  133 
Glans  clitoris,  547 

penis,  529 
Glaser.  fissure  of.  88 
Glaucoma.  1()4,  1U6.  168 
Glenoid  cavity.  251,  252,  254 

fos.sa,  88,  89 

ligament  of  fingers,  327 
Globus  major,  536 

minor,  5^56 
Glossitis.  129 

Glof^o-epiglottidean  folds,  181 
Glo8soplmryngeal    nerve,     39,     134,     143, 

147 
Glottis.  181 

edema  of,  181 
Gluteal  abscess,  579 

arterj',  570 

aneur>'sm  of.  571 

fascia.  568 

fold.  564 

nerve,  inferior,  569 
Gluteus  maximus  muscle,  568,  569 

medius  muscle.  570 

minimus  muscle,  570 
Goiter.  190 

exf>phthalmic.  187 
Goll.  tract  of,  556 
Gowor,  tract  of,  556 
Graafian  vesicles  or  ovisacs,  509 
Gracilis  muscle,  581 
Graves'  disease,  187 
Great  auricular  nerve,  169 

occipital  ner\'e,  30 

omentum.  370 

as  a  cause  of   intestinal    obstruction, 

371 
function  of.  371 
in  hernia.  370,  371 

palatine  ner\'e.  137 

palmar  bursa.  320 

sacrosciatic  foramen,  570 
ligament.  569 
ner\'e,  572.  595,  641 
notches.  403 

trochanter.  562,  584 
caries  of,  584 
Groin.  573 

bulx)  of.  575 

fasria  of,  574 

fold  of.  573 

lymphatics  of.  574 

tumors  of.  580 

wound"*  of.  573 
Groove  or  grooves,  bicipital,  233,  250,  251, 
278 

costal.  210 

costovertebral,  224 

mu«»culospiral.  281 

nasogenial.  1 12 

nasolabial.  112 

obturator,  581 

of  spinal  cord,  554 


Gum-boil,  127 
Gums.  127 

general  considerations  of,  127 


Halle'h  point,  454 
Hallux  valgus,  639 
llalsted,    method    of    breast  amputation, 

269 
Hammer-toe,  638 
Hamstring  muM:le»,  600 

tendons,  565 
Hamular  process,  142 
Hand,  305.  316 

cysts  of,  329 

dorsal  surface  of,  323 

handle  of,  291 

hollow  of.  316,  317,  319 

tumors  of,  329 
Hard  palate.  21.  141 
Hare-hp.  126.  127.  141 

double.  126.  142 
Ha««ner.  valve  of.  110 
Hauptganglion  of  Kuttner,  136 
Head,  surface  anatomy  of,  17 
Heart.  278 

apex  beat  of.  206 

displaced,  in  pleuri.ny,  222 

exposure  of.  230 

relation  to  client  wall.  228 

valves  of,  and  their  location,  229 

wounds  of.  228.  229.  230 
Heister.  valves  of.  432 
HeUx.  59 

fossa  of,  59 
Hematuria    a-    a    symptom    of    bladder 

affections.  48.1 
Hemorrhage,  cont recoup,  42 

epidural,  41.  42 

subconjunrlival.  1(^ 
Hemorrhoitlal  arteries,  474,  489,  518 

plexus  of  veins,  474 

veins,  476 
Hemorrhoids,  474,  475 

external.  476 

internal.  475 
Hepatic  arterj'.  372,  427 

duct.  426 

stone  in.  430 

flexure.  409 

vein.  420 
Hernia,  acquired.  352 

complete  or  scrotal.  351,  354,  356 

congenital.  351.  352,  356 

encysted.  iJ52 

femoral.  :i59 

funicular,  352 

incomplete,  353 

infantile.  352 

inguinal.  350 

lumbar.  305 

oblique  inguinal.  351,  354 

obturator.  582 

perineal.  471 

retn)peritoneal.  390 

scrotal.  354.  3.'i6 

sigmoid.  414 

strangulated,  .355 

umbilical.  346 
Herniotomy.  3,'>.5 
Herpes  zo«*ter  (shingle;)),  211 
Heschel,  transven«e  g>'ri  of,  54 
Hcsselbach's  triangle,*  343,  354 
Hiccup,  230,  231 
Highmore,  ant  mm  of,  21.  85 
Hilton's  law.  252 

method  of  incision  into  axilla,  265 

water-bed,  49 

white  line,  472 
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Hip.     See  also  Hip-joint. 

disease,  364 
tubercular,  591 

dislocation  of,  588 
congenital,  591 
reduction  of,  59() 
symptoms  of,  590 
varieties  of,  589 
Hip-joint.  568,  583 

capsule  of,  585 

ligaments  of,  585 

structure  of.  583 
Hoarseness,  161.  182.  183,  190 
Hodgkin's  disease.  143,  202 
Horseslioe  fistula.  475 

kidney,  450 
Housemaid's  knee,  598 
Houston's  valves,  473 
Humerus,  233,  252 

anatomic  neck,  fracture  of,  261,  263 

condyles  of,  284,  293 

dislocations  of,  253 

head  of,  234 

separation  of  epiphysis.  262,  263 

shaft  of,  281 
fracture  of,  281 
non-union  in,  281 

surgical  neck,  fracture  of,  262,  263 

tuberosities  of,  233.  250 
Hunter's  canal.  594 
Hutchinson's  teeth,  129 
Hyaloid  membrane,  106 
Hydatid  of  Morgagni,  537 
Hydrocele.  538.  541 

congenital,  542 

encysted,  542 

infantile.  542 

vaginal,  542 
Hydrocephalus  internus,  51 
Hydronephrosis,  453 

intcnnittent.  453 
Hydrotliorax,  222 
Hymen,  547 

imperforate,  547 
Hyoglossus  muscle.  129.  151.  153,  154 
Hyoid  bone.  22,  103,  176,  177 

fracture  of,  176,  177 
Hypcrchlorhydria,  385 
Hypertrophird  pn^state,  487 
Hypochondriac  region,  333 
Hypogastric  arteries,  345 

plexus,  474,  503 

region.  333 
H\T>oglossal  nerve.  134,  151,  153,  154,  163, 

166 
Hypospadias,  532 

balanic,  532 

penoscrotal.  532 

vulviforme,  532 
Hypothenar  eminence,  238,  239,  317 


Iliac  abscess,  579 

artery,  external.  177 

fascia,  302 

fossa',  362 

region,  333 
Iliacus  muscle,  363 
Ileocecal  fossa,  406 
appendix  in.  406 

valve.  389 
Ileocohc  arter>',  404 

fossa.  406 
Ilium.  391 

Iliofemoral  or  Y-Mgament  of  Bigelow.  585 
Iliohypogastric  ner\'e.  343 
Ilio-inguinal  nerve.  349 
lliopectineal  eminence,  578 

line,  462 


Iliopsoas  muftcle,  357,  363 
Iliotibial  band.  564 
lliurn,  crest  of,  331 

spines  of,  382.  562 
Imperforate  anus,  477 

hymen,  547 
Incisive  papilla,  137 
Incisor  teeth,  127,  128 
Incisure  intertragica.  20,  60 

pancreatis,  437 
Incomplete  hernia.  353 
Incus,  63 

Indicis  extensor,  307 
Infantile  hydrocele,  542 
umbiHcal  hernia,  346 
Inferior  carotid  triangle,  150 

cervical  sympathetic  ganglion,  166 
coronary  arter>',  125 
dental  arter>'.  89,  93 
nerve,  89,  93 
course  of,  93 
exposure  of,  94 
neuralgia  of,  93 
resection  for,  93 
gluteal  nerve,  569 
hemorrhoidal  artery,  474,  518 

vein,  474 
labial  artery,  125 
laryngeal  artery,  182 

nerve,  183 
lingualis  muscle,  133 
longitudinal  sinus,  42 
maxillary  bone,  86 

coronoid  process  of,  31 
fractures  of,  86 
structure  of,  86 
branch  of  fifth  ner\'e,  74,  77 
ner\'e,  37,  92 
masenteric  artery.  411 
oblique  muscle  of  eye.  99,  100 
petrosal  sinus,  44.  46 
profunda  arter>-,  280,  28.3 
radio-ulnar  joint,  308,  309 
rectus  muscle  of  eve,  99,  100 
thyroid  arter>',  159,  160,  175,  189 

vein,  185 
turbinated  bone,  110 
vesical  arter>-   483,  489 
Infraclavicular  fossa,  243 
Infragluteal  hyoid  muHcles,  162 
region,  176 
orbital  foramen,  74,  75 
nerve,  70,  86,  108 

involved  in  fracture  of  the  superior 

maxilla,  86 
neuralgia  of,  86,  122 
notch,  20 
spinous  fossa,  245 

muscle.  251 
triangle.  572 
trochlear  ner\'e.  108 
Infundibuliform  fascia,  341 
Infundibulopelvic  hgament,  506 
Infundibulum  of  nose,  115 
Inguinal  canal,  348 
relations  of,  348 
colostomv.  415 
glands.  .503,  574,  575 
hernia.  350 
acquired,  352 
causes  of,  351 
complete,  351 
congenital.  351,  352 
coverings  of.  354 
direct.  354 
encysted,  352 
funicular.  352 
infantile,  352 
oblique,  351,  354 
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neunliia.  210 
DCrva,  310.  311.214 

(Eitribiitiun  af.  212 

spiM«,  204.  31(1 
iDUnMMtDhumenl  nlrvi.  211 
IiKcnnaiiUiiry  bont<.  127.  141 
InlcrmuMulur  kcuik  oT  anii,  278 
Intumol  abduaiiuB]  ring.  333.  341.  348 

annular  linmciii  n(  aoklr.  622 

camliii  srteiy.  61,  63.  SO.'  101,  143.  Ifl 
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nwnMi.-i  at.  92 
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™  an»ry,  O).  SB,  92 

musrl>-.  339,  349 


Mhenou.ivrin.8i; 
nphincter  d[  ivrlum, 
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Jaterphalangral  joinlH, 
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lo.m,.,  375.  376 

tion.  378.  3 

obnlTuclfon.  43f 
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Kidney,  movable,  444 

nerves  of.  449 

pedicle  or,  440 

relation  of  twelfth  rib  to,  442 

relations  of,  445 

rupture  of,  451 

size  of,  440 

supernumerary,  450 

surface  anatomy  of,  441 
Knee,  597.     See  also  Knee-joint. 

fascia  of,  597 

pain  in  rejiion  of,  598 

skin  of,  597 
Knee-joint.  604 

ankylosis  of,  612 

dislocations  of,  613 

excision  of,  613 

fracture  about  region  of,  612 

internal  deranKement  of,  610 

ligaments  of,  607,  609.  610 

loose  cartilajjce  of,  610 

ners'es  of,  ,598 

surface  markings  of,  597 

synovial  cul-de-sac  of,  610 
membrane,  610.  612 
afifections  of,  611 
Knock-knee,  606 
Knuckles.  238 

Kocher  collar  incision  for  thyroidectomy, 
191 

methrid   of    reduction    in    shoulder    dis- 
locations. 260 
Kiittner,  hauptgan^Iion  of,  136 
Kyphosis,  550 


Lahia  majora,  545 

niiiioi-a,  516 
Labial  Kland>,  125 
Lacrimal  appai at u-^,  109 

>uric;ical  considerations  of,  111 
arterio.-i.  101 
bone.  96,  110 
canals.  110 
canmdo.  108.  110 
duct,  m 
gland.  103.  109 
location  of.  109 
Mtructure  of,  109 
.•xurgical  considerations  of,  111 
nerve.  103.  108 
sac.  SO.  100.  110 
Lacteal  cyst.  214 
Larteals,  373 

Lactiferous  ducts,  214,  218 
Lacuna  magna,  523 
Lambda.  18 
Lambdoidal  suture,  18 
Large  intestine.     See  also  Colon. 
malignant  stricture  of,  414 
obstructions  in.  414 
Laryngeal  lynij)luitics,  182 
nerves,  182,  183 
vessels.  182 
Laryngotomy,  183 
Laryngotracheal  tube,  176,  177 
Larjnx,  144.  145,  159.  178 
anatomy  of,  179,  181 
excision  of,  183 
inflammations  of,  182 
interior  divisions  of,  181 
surgery  of,  183 
Lateral  sinuses.  20,  39,  44,  47,  165 
course  of,  20.  46 
<ltvisions  of.  46 
location  of,  46 

relation  to  mastoid  antnim,  47,  48 
septic  thrombosis  of.  47 
surgical  considerations  of,  47 


Lateral  sinuses,  tributaries  of,  46 

true  ligament  of  bladder,  468 

ventricles  of  the  brain,  58 

where  to  trephine  for,  58 
Latii»simus  dorsi  muscle,  205 
Lead-poisoning,  blue  gum  line  of,  127 
Leechmg,  point  for  application  on  craniuxn. 

47 
Left  recurrent  laryngeal  nerve,  174 
Leg,  615 

aponeurosis  of,  615 

bones  of,  618 

fractures  of,  619 

muscles  of,  616 

skin  of,  615 

varices  of,  617 

varicose  ulcers  of,  615 

veins  of,  617 

vessels  of.  616 
Lens,  105.  106 

capsule  of,  106 

function  of,  106 
Lenticular  nucleus,  52 
Lenticulostriate  arterj',  52 
Lesser  internal  cutaneous  nerve,  273 

omentum,  377 

peritoneal  cavity.  370,  377 

sacrosciatic  foramen,  570 

trochanter,  585 
Leukoplakia  lingualis,  13.5 
Leukorrhea,  501 
Levator  ani  muscle.  466,  467 

palati  muscle.  140,  147 

palpebra?  superions  muscle,  99 
paralysis  of.  102 
Lieljerkuhn'««  glands,  394 
Ligament  or  ligaments,  annular,  of  ankle, 
621.  622 

annular,  of  wrist,  307 

appendicido-ovarian     or     ligament     of 
(^lado.  403 

of  Higolow.  ,'>85 

of  bladder.  468 

broad,  of  uterus.  496.  505 

calcaneoscaphoid.  Chili 

capsular,  of^hip,  585 
of  jaw.  88 
of  shoulder.  245,  250 

check,  of  eye.  98 
of  spine,  552 

of  Clado.  403 

Colles*.  339 

conoid.  241 

coracoclavicular,  241 

conmary,  of  liver.  419 

costo-acromial,  252 

costoclavicular,  241 

cotyloid.  583 

crucial.  610 

deltoid,  of  ankle.  626 

of  elbow.  287 

falcifonn  or  suspensorj',  of  liver,  419 

of  fingers,  327 

formed  by  peritoneum,  370 

gastrophrenic.  381 

Gimbernafs,  339,  359,  360 

glenoid.  327 

great  sacrosciatic,  569 

of  hip,  .585 

infundibulopelvic.  506 

interosseous,  of  forearm,  300 
of  leg.  616 

of  jaw,  external,  89 
internal.  89 

of  knee.  607.  609.  610 

orbicular,  of  elbow,  287 
of  mouth,  104 

phrenocolic.  434 

phrenosplenic,  434 
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Lifcament,  plantar,  633 
pter>'goinaxillary,  94 
roupart's.  331.  337,  339,  565 

carpal.  314 
radio-ulnar,  309 
round,  of  utenus,  496 
scrotal.  537 
of  shoulder-joint,  251 
sphenomaxillary,  89 
oT  Mpinal  column,  552 
sternoclavicular.  241 
stylomaxillary,  89 
suspensor>%  of  axilla,  243 

of  Uver,  370.  418,  419 

of  peniM,  528 
teres,  585 

transverse  metacarpal,  318 
trapezoid,  241 
triangular,  of  abdominal  wall,  339 

of  pelvis.  520.  526 
tubo-ovarian,  508 
utero-ovarian,  508 
uterosacral,  496,  508 
Y-,  585 
of  Zinn.  99 
Ligamenta  alaria.  611 
denticulata,  553 
subflava,  552 
Ligamentum  mucosum,  611 
patella.  566.  607 

nipt  u  re  of,  609 
teres,  585 
Line  or  lines.  Brodel's  white,  448 
Hilton's  white.  472 
iliopectineal,  562 
interarticular.  of  elbow-joint,  287 

of  femur.  566 
Ndlaton's.  562 
Reid's  base-.  56 
white,  of  forearm,  299 

of  pelvis.  466.  468 
Linea  alba  of  abdomen.  332 

of  neck.  185.  197.  198 
LinejT  albicantes.  336 
semilunaris.  332 
transversa,  333.  340 
Lingual  arterj'.  153.  154.  164,  165 

exposure  of.  154 

ligation  of,  137 

ner\e.  94.  134.  154 

resection  of,  in  cancer  of  the  tongue,  94 
tonsil.  132 
triangle.  l.'>3 
vein.  151.  153 
Lingula,  94 
Lips  of  ('er\'ix.  499 
of  mouth.  125 

afTe'^tions  of,  125 

arteries  of.  125 

coiiunis*.ures  of.  125 

hare-.  126.  127 

lymphatics  of.  126 

nerve<  of.  126 

skin  of.  125 

veins  of.  126 
Lisfranc's  amputation,  636 
articulation.  634 
tubercle.  171.  175 
Littr(«.  glands  of.  523 
Liver.  416 

abscess  of,  223 

additional  supports  of,  419 

blood  supply  of.  419 

cirrhosis  of.  421 

clinical  considerations  of,  422 

cysts  of.  223 

fissures  of,  417 

hydatid  cyst  of.  424 

impressions  on  under  surface  of,  417 


Liver,  influences  acting  on  position  of,  418 
ligaments  of,  418 
location  of,  416 
lymphatics  of,  422 
nerves  of,  422 
surface  markings  of,  417 
vascular  pedicle  of,  419 
wounds  of,  422 
Living  ligatures,  502 
Lobe  or  lobes,  cuneate,  54 
of  ear,  60 
frontal,  36 
liiedel's,  424 
temporal,  37,  54 
lobule  of  ear,  20 
Lockjaw.  83 
Longitudinal  fissure,  17 

sina-*.  superior.  44 
Long  plantar  hgament,  633 
thoracic  arter>'.  214 
ner\'e,  272 
Lordo>is,  364.  550 
Loreta's  operation.  386 
Lower  extremity.  562 
Ludwig's  angina,  151,  153 
Lumbago.  366 
Lumbar  ab.-ces«*.  .579 
colostomy.  415 

erdargement  of  the  spinal  cord,  553 
fascia.  .166 
heniia,  36.'> 
muscles.  365 
nephrectomy.  442 
plexus.  343 
puncture.  364.  548 
region.  333.  3(S4 

operations  in.  367 
veiri«».  448 

vertebra,  fourth.  390 
Lumbricales  muscles.  276 
Lungs.  223 

divisions  of.  223 
emphysema  of.  225 
landmarks  of.  223 
lymphatics  of.  224 
ner\'es  of,  224 
root  of.  223 
vessels  of,  224 
wounds  of,  223.  225 
Lupus,  site  of.  on  nose.  112 
Luschka's  tonsil.  145 

Lymphatic    gland    or    glands.      See    also 
under  Special  Orgarut. 
accessor>'  manimar>',  215 
axilhirv.  215,  216 
of  bladclcr.  483 
of  bn'.ist.  215.  216 
bronchial.  231 
of  buttock.  573 
of   cheek.  78 
of  diaphragm.  378 
of  esophagus,  195 
of  eyelid-*.  78 
of  face.  78 
gastric.  384 
of  groin.  574 
inguinal.  503,  574,  575 
of  kidneys.  449 
mammarj'.  215.  216 
mediastinal.  231 
of  neck.  200 
of  ovaries.  509 
of  pancreas,  438 
parotid.  82 
pharj'ngeal.  147 
of  popliteal  space,  604 
of  prostate,  490 
of  rectum,  475 
retrosternal,  216 
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Lymphatic  gland  of  scalp,  30 
of  scrotum,  535 
of  stomach,  384 
subclavian,  216 
submaxillary.  152 
of  testicles,  541 
thyroid  gland,  190 
of  tongue.  134,  135.  136 
of  uterus,  503 
of  vagina.  514 
ring  of  SValdeyer,  146 


Macewen'h  guide  to  the  mastoid  antrum, 
66 
suprameatal  triangle,  66 
Macroglossia,  135 
Magendie,  foramen  of.  50 
Main  en  griflfe  (claw-hand),  276,  323 
Malar  bone,  96,  97 
Male  perineum  and  its  adnexa,  517 
Malformations  of  uterus,  503 
Malgaigne's  dictum,  86 
Malignant  stricture  of  the  rectum,  476 
Malleoli.  566 
Malleus,  63 

Malpositions  of  bladder,  485 
Mammarj'     gland,     204,     212.     See     also 
Breast. 
accessorj'  lymphatics  of,  215 
arteries  of,  214 
capsule  of.  213 
carcinoma  of.  213.  217,  218 
lipomata  of,  216 
lymphatics  of.  21.'),  216 
nipple  of,  213 
stnictiifp  of.  213.  214 
supcnnmierary.  212 
reicion,  212 
Manubrium.  204.  223 
Massoter  muscle.  71.  83.  92 
Mastication,  muscles  of.  91.  92 
Mastoid,  antrtini.  37.  05 

Macewen's  gtiide  to,  06 
surgical  considerations  of,  68,  69 
cells,  65 

trephining  of,  48 
disease,  67 
process.  17.  65 
Mastoiditis.  67 

of  Bezoldt.  68 
Mastosqtmniosal  suture,  68 
Maxilla,  inferior.  86 

superior.  9.j,  96.  97.  110.  120 
Maxillary  artery,  external.     See  Facial. 
internal.  63 
nerve,  inferior.  74 

superior.  74 
sinus.  95.  96.  121 
McBurney's  point,  333 
Meatotomy,  532 

Meatus,  external  auditory.  17,  59,  60 
nnatomic  considerations  of,  60 
blood  supply  of,  61 
clinical  considerations  of,  62 
glands  of,  61 
nerve  supply  of.  61 
relation  to  mastoid  cells  and  parotid 
gland.  61 
urinarius,  of  male  urethra,  529 
Meckel's  cave,  77 
diverticulum,  346 
ganglion.  97 
space.  78 
Median  basilic  vein,  236,  284 
cephalic  vein,  236.  284 
nerve,  274.  278.  280,  297.  306 
distribution  to  the  fingers,  274 
paralysis  of,  274,  300 


Of 


Mediastinal  abscess,  208,  ?32 

space,  219,  221 
Mediastinum,  225 

anterior,  226 

contents  of,  226 

divisions  of,  226 

lymphatics  of,  231 

posterior,  226 

tumors  of,  232 
Mediocarpal  articulation,  308,  310 
Mediotarsal  joint.  633 
Meibomian  cyst,  108 

glands,  108 
Meissner's  plexus,  385 
Membrana  tjTnpani.  60,  61 
attachments  of,  62 
blood  supply  of,  63 
injuries  to,  63 
paracente.sis  of,  63 
perforation  of,  63 
Membrane  or  membranes  of  brain.  40 

costocoracoid.  244 

cricothyroid.  23,  177 

hyaloid.  106 

interosseous,  of  forearm,  297 

intersutural.  27,  33 

obturator.  581 

Schrapnell's,  63 

of  spinal  cord,  553 

thymhyoid.  177.  179 

trochlear.  100 
Membranous  urethra,  527 
Meninges.     See    Membranes   of    Brain 

Spinal  Cord. 
Meningocele,  558 
Menstruation,  509 

Mental  foramen,  21.  74,  76,  87,  93.  94 
ner\'e,  21.  76 
symphysis.  86 
vessels,  21 
Mercurial  poisoning,  127 
Mesenteric  cysts,  374 

glands.  374 

ner\'es,  373 

plexus.  373 

vessels.  373.  375.  376.  377 
Mesenter\-.  370,  372 

as  a  factor  in  hernia,  374 

of  cecum.  377 

of  colon.  377 

extent  of,  373 

functions  of.  374 

hernia  in,  374 

of  rectum,  377 
Meso-appendix,  402 

intestmal  strangulation  through,  403 

structures  of,  403 
Mesocolon.  412 
Meso-epididymis,  536 
Mesonephron.  444 
Mesosalpinx.  506,  510 
Mesovarium.  506 
Metacarpal  bones,  323 
dislocation  of,  324 
fracture  of,  324 
Metacarpophalangeal  joint,  239,  320,   321, 

324 
Metatarsal  bones.  632 
Metatarsalgia  of  Morton,  633  _^ 
Metatarsoplialangeal  joint,  667 
Method  of   Antyllus,   leg,  617. 
under  IndinducU  Names. 

Bristow's,  480 

Crile's,  162 

Fowler's,  378 

Halsteds.  269 

Hilton's.  266 

Kocher's,  260 

Monks'.  375 


See  also 
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Method,  Politzer's,  64 
Stiimon'a.  260 
Valsalva'8,  64 
Microcepiialus.  33 
Middle  cerebral  artery,  51,  54,  163 
ear,  64,  67,  89 
fossa  of  skull,  37 
contents  of,  37 
fractures  of,  37 
hemorrhojdal  artery,  474,  489 

vein,  476 
lobe  of  prostate,  489 
meatus  of  nose,  115,  116 
meningeal  arter>',  41,  42 
affections  of,  41 
course  of,  41 
divisions  of,  42 
orbital  branch  of,  97 
thyroid  vein,  160 
turbinated  bone.  114,  115,  116 
vesical  artery,  483 
Milk-leR.  503 
Miner's  elbow,  289 
Mitral  orifice,  229 
Molar  glands,  85 

teeth,  128 
Monks'  method  of  intestinal  localization, 

375 
Mons  veneris,  544 
Montgomer>'.  tubercles  of,  213,  218 
Morgagni.  columns  ri,  473 
hydatid  of,  5:)5,  537 
sinuses  of,  147,  523 
valv«*s  of,  473 
Morton's  metatarsalgia,  633 
Motor  area.  53 

ocuU  ner\'e,  38,  101.  102 

injuries  to  and  effects  of,  38,  102 
Mouth,  124 
cavity  of,  125 
cul-de-sac  of,  124 
divisions  of,  124 
floor  of.  150 
vestibule  of,  124.  125 
Movable  kidney,  444 

vertebnp,  551 
Mucous    coat    or   membrane.     See    under 

Indindual  Structures. 
MUller,  ducts  of,  503 
Mumps,  80 

Munro,  foramen  of,  50 
Muscle  or  muscles  of  abdomen,  337 
accelerator  urinsp,  526 
adductor  brevis.  581 

longus,  576,  581 
azygos  uvulip,  140 
biceps,  of  ann.  233,  235,  248,  278,  279 

of  thigh,  600 
brachiahs  anticus,  278,  279 
buccinator,  84 
bulbocavcrnosus,  526 
ciliary,  102,  103,  105 
compressor  urethra?,  527 
constrictor,  of  pliarynx,  146,  147 
coracobrachialis.  235,  248,  250 
cremaster,  340  536 
criro-arj-^tenoideus  posticus,  180 
crureus,  593 
dart  OS.  ,534 
deltoid.  250,  253 
digastric,  151,  164,  165 
erector  t>enis,  526 
spin.T,  .334.  366 
extensor  brevis  pollicis,  237,  307 
communis  digitorum,  307 
indicis,  .307 
longus  digitorum,  of  foot,  567 

pollicis,  237 
minimi  digiti,  307 


Muscle,  extensor,  oesis  metacarpi  polUcia, 
307 

proprius  hallucis,  567 
facial,  70 

flexor  carpi  radialis,  306 
ulnaris,  298.  299 

profundus  digitorum,  300 

sublimis  digitorum,  299 
gastrocnemius,  616 
gemellus  inferior,  570 

superior,  570 
genioglossus.  129.  130,  132,  155 
geniohyoid,  132 
gluteus  maximus,  568 

minimus,  570 
gracilis,  581 
hamstnng,  600 

h^roglossus,  129.  151.  153.  154 
iliacus,  363 
iliocapsularis,  363 
ihopsoasj  357.  363 
infrahyoid.  162 
infraspinatus.  251 
internal  pterj'goid,  83 
interossei,  323 
of  iris,  102 

ischiocavemosus,  526 
latissimus  dorsi,  205 
of  leg.  616 
levator  ani.  466 

palati.  140.  147 

pal|)ebRr.  99 
Ungual,  inferior,  133 

superior.  133 

transverse,  133 
lumbar.  365 
lumbricales.  276 
masseter,  20.  71.  83,  92 
of  ma«*tication.  91.  92 
mylohyoid.  132.  150,  151,  155 
obliiiue.  external,  of  abdomen,  338,  349 

inferior.  99.  1(K) 

internal.  339,  349 

superior.  97 
obturator  externus.  581 

intenius.  465,  570 
occipitofnmtalis.  19.  26 
omohyoid.  150,  162,  168,  169,  170,  171 
orbicularis  oris.  125 

palpebrarum,  99,  110 
of  orbit.  99 
palatoglosMi.  139.  140 
palatophar\'ngeal.  140 
palmar  intemssei.  323 
palmaris  longus.  306 
pectineus,  ,57t>.  581 
pectoralis  major.  205,  217,  234 

minor,  248 
peroneus  brevi;*.  616 

longus,  616 

tertius,  616 
platysma  myoides,  149 
popliteu'*.  601 
prevertebral.  158 
pronator  quadratus,  299 

ra<hi  teres.  284 
pn)static  muscle.  486 
psoas  magnus.  363.  443.  576 
pter>'goid.  external.  90.  92,  93 

internal.  94 
pyramidalis.  ,341 
pyriformis,  466,  570 
quadratus  femoris,  570 

lumborum.  366,  443 
recti  of  eye,  99 
rectus  abdominis.  332.  340 
sartorius.  576 

scalenus  anticus,  156.  171,  173,  176 
semimembranosus,  601 
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Muscle,  aemitendinosuR,  600 

serratus  inagnu>*«.  205 

shoulder-strap,  251 

sphincter  ani,  472 
vaginu>,  545 

sternohyoid,  160,  177 

stemomastoid,  23,  150,    155,    156,    158, 
160,  162,  168,  169,  175 

sternothyroid,  160,  177 

8tyloglos»(U8,  129 

stylohyoid,  164 

subclavius,  243,  244 

subcrureus,  610 

subscapular.  245 

supinator  longus,  276,  281,  297,  298 

8upra.<<pinatu.s,  245,  251 

tensor  palati.  140 
•        tympani,  64 

teres  major.  246 

minor.  245,  246,  251 

of  thigh.  593 

tibialis  anticus,  567,  616 

of  tongue,  133 

transversalis  abdominis,  340 

tran.sversus  perinei,  526 

trapezius.  150.  156,  168 

triceps.  278,  280 

vastus  externus.  593 
intemus,  593 

of  vi.sual  accommodation,  102 
Muscular     coat.     See     under     Individual 

Organs. 
Musculocutaneous  nerve,  274,  278,  279 
Musculospiral  groove,  281 

nerve.  276.  281.  297 
paralysis  of.  276.  281 
Myelomeningocele,  558 
Mylohyoid  muscle,  132,  150,  151,  155 
Myxedema,  186 


Naboth.  ovules  of,  500 

Nails.  327 

Nares,  anterior.  113 

posterior.  II 3 
Nasal  bones.  21.  112 
•fractures  of,  112 

cavity,  112 
floor  of,  114 
meati  of.  115,  116 
meningocele  in,  114 
relations  of,  113 
roof  of,  114 

duct,  110 

foss;i\  44.  95 

lymphatics  of,  118 

nerve,  103 

polypi.  117 

septum.  114,  137 
Nasogenial  groove,  112 
Nasolabial  groove.  112 
Nasopalatine  artery,  138 
Nasophar>nx.  145 
Navicularis.  fossa,  544 
Neck.  148,  168 

contents  of,  148 

contour  of.  148 

daiigenjijs  area  of,  199 

glamls  of.  201 

linea  alba  of,  185.  197 

lymphatics  of.  200.  201 

regions  of,  149 

skin  f.f.  148 

surfac**  anatomy  of.  17 

top<»gniphir  division  of,  148 

triangh's  of,  l.')l) 
N^lat<.ns  line,  502 
Nephrectomy,  luml)ar,  442 
Nephrohthotomy,  451 


Nephropexy,  445,  451 

Nephrotomy,  451 

Nerve  or  ner\'es,  abducent  or  sixth  cimnial. 

37,  38,  97,  101,  ia3 
accessor)'  palatine,  140 
Arnold's,  61 
auditor^',  38 

auriculotemporal,  30,  63,  80,  93 
of  Bell,  272 
buccal,  84 
cardiac,  249 
cavernous  plexus,  103 
cervicofacial,  81 
chorda  tympani,  93,  134 
circumflex,  245,  246.  250,  255.  257,  273 
crural,  anterior,  357.  362.  639 
cutaneous,   of  abdomen,  external.   357. 
362 

internal  lesser,  273,  280 
deep  temporal,  93 
dental,  inferior.  93,  94 
descendens  noni,  160,  162 
eighth  cranial.     See  Auditory - 
eleventh  cranial.    See  Spinal  AccesMcry. 
of  face.  72.  74 
facial,  26,  38.  72.  81,  147 
fifth  cranial.  37.  97.  101 
fourth  cranial.  37,  97,  100,  101 
frontal,  103 
geni  toe  rural.  349 
glossophar>'ngeal.  134,  143,  147 
gluteal,  570 
great  auricular,  169 

occipital.  30 

palatine,  137 

sacroHciatic.  572.  595,  641 
hyT)oglossal.  134.  151,  153,  154.  163,  167 
hvpo-inguinal,  349 
inframaxilLar>',  37 
infra-orbital,  76,  86,  108 
infratrochlear.  108 
intercostal,  214 
intercostohumeral,  211 
interosseous,  posterior,  276 
lacrimal,  103,  108 
laryngeal,  inferior,  183 

internal,  134 

recurrent,  159,  174,  183,  189,  244 

superior.  182 
lingual,  93,  94.  134.  154 
long  thoracic,  272 
of  lower  extremity,  639 
maxillary,  inferior,  92 

superior,  37,  74,  97 
median.  274.  278.  280,  297,  300,  306 
mental,  21,  76 
mesenteric   plexus,    superior,    373,    405. 

459 
motor  ocuU  or  third  cranial,  37,  38,  97, 

101,  102 
musculocutaneous.  274.  278.  279 
musculospiral.  276.  281,  297 
nasal,  103 
obturator.  582,  639 
occipital,  small,  169 
olfactory-,  116 
ophthalmic.  37,  74,  77,  103 
optic.  98.  101 
of  orbit.  101,  ia3 
palatine,  posterior.  140 
phrenic.  156.  170.  171.  220,  244 
plexus,  aortic,  457 

brachial.  156 

cavernous.  103 

cervical.  169 

lumbar,  343 

mesenteric,  superior,  373,  405,  459 

ovarian.  5(»9 

pelvic,  483 
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Nerve,  plexus,  perivaginal,  514 
pharynKeal,  143 
renal,  509 
siacral,  474 
solar,  385,  459 
spermatic,  541 

pneumoKastric,   39,   61,    147,    158,    159, 
170,  195.  220,  244 

popliteal,  604 

posterior  auricular,  26 

radial.  276.  298 

recurrent  lar>-ngeal,  159,  174,  183,   189, 
244 
sacral,  fourth,  474,  503 
third.  503 

of  scalp,  29 

sciatic,  572,  641 

second  cer\'ical,  156 
cranial.     See  Optic. 

seventh  cranial.     See  Facial. 

sixth  cranial.     See  Abducent. 

spinal  accessorj'.  38,  168 

subscapular,  245,  272.  273 

superior  maxillar>%  37,  97 

supra-acn>mial,  169 

supraclavicular.  169.  170 

supra-orbital,  19.  30,  76,  103,  108 

suprascapular.  245.  272 

supratrochlear.  30,  37,  103,  108 

tempo rofacial.  81 

third  cranial.  37 

thoracic,  anterior.  272 
internal,  272 

transverse  cer\'ical.  169 

trifacial,  38,  76.  147 

trochlear.  38,  103 

ulnar,  280,  281.  284.  299.  300 

of  Wrisberg,  273 
Nevi.  72 
Nipple,  204,  213 

affections  of.  213 

lactiferous  ducts  in,  214 

location  of,  213 

retracted.  217 

skin  of.  213 
Nose.     See  \asal  Bones,  Cavity,  etc. 
Notch,  cotyloid,  583 

infra-orbital,  20 

interclavicular.  208 

intercondyloid,  of  femur.  605 

of  Ilivini,  63 

sacrosciatic.  463 

suprascapular.  248 

suprasternal.  204 
Nuck.  canal  of.  507.  544,  548 
Nuhn,  glands  of,  133 


Obliqi'E  diameter  of  pelvis,  462 
Obturator  artery,  581 

anomalous,  in  femoral  hernia,  360 

canal,  581 

dislocation  of  hip.  589.  590 

extemus  muscle,  581 

fascia.  468 

foramen  (or  thyroid),  581 

gland.  .582 

groove.  .>81 

hernia.  582 

internus  muscle,  465.  570 

membrane,  581 

ner^•e.  582.  639 

rPRioii.  ,581 
Occipital  arter\-.  27.  163,  164 

bone,  33 

external  protuberance  of,  17 
internal  protuberance  of.  44 
superior  cur\'ed  line  of,  155 

fossa,  58 


Occipital  sinus.  44 

triangle,  15(J,  168 
Occipitofrontalis  aponeurosis,  26 
'       muscle,  19,  26 
'  Odontoid  process,  552 
Odontoma,  92 
Olecranon  bursa.  289 
process.  235.  284,  288 
fracture  of.  295 
Olfactory-  bulbs.  36 

ner\'e,  116 
Omental  bun*a.  370 
Omentum.  370 

function  of.  370,  371 
gastrosplenic,  372 
greater.  370,  377 
m  hernia.  370 
lesser.  377 
Omohyoid  muscle.  150,  160,  168,  169,  171 
Opening,  aortic,  in  diaphragm,  220 
esophageal,  in  diaphragm.  220 
of  inferior  vena  cava,  in  diaphragm,  220 
saphenous.  359.  575 
Operation.  Alexander's.  507 
Bassini's.  356 
Estlander's.  210 
Loretta's.  386 
Ophthalmic  artery.  99,  101 
aneur>sm  of.  101 
ganglion.  103 
ner\e.  .37.  77.  101.  103 
vein.  48.  71.  97.  99.  101 
Optic  disc.  104 
foramen.  99.  101 
nerve.  98,  101 

compression  of.  107 
constrictions  of,  102 
course  of,  101 
strangulation  of,  102 
Orbicularis  oris  mu.^cle,  125 
palpebrarum  muscle.  99,  110 
ligament  of  elbow,  287 

of  iaw.  104 
muscle.  104 
Orbit.  95.  96.     See  al.so  Orbital  Cai-ity. 
aponeurosis  of,  98 
cysts  of,  107 
muscles  of.  99 
nerves  of.  101.  103 
relation  to  cranial  fossa^,  95 
Orbital  aponeuro.xis,  97,  98.  99 
cavity.  95 

abscess  and  cellulitis  of,  97,  98 
cirsoid  aneur>-sm  in.  101 
compartment"*  of.  97,  99 
contents  of.  99 
foreign  bodies  in,  95,  96,  107 
injuries  to.  95 
relations  of.  95 
tumors  in.  96.  97,  107 
walls  of,  95.  96 
emphvsema.  97 
fat.  97.  98 

wasting  of,  104 
muscles,  99.  100 
plates  of  ethmoid.  96 
Organ  of  Rosenmiiller.  509 
Orifice  or  orifices,  aortic,  229 
cardiac,  of  stomach,  379 
mitral,  229 
pulmonar>'.  229 
pyloric.  379.  382 
tricuspid.  229 

urethral.     See  Meatus  Urinarius. 
Os  calcis,  631 

fractures  of.  635 
external,  of  cer\'ix,  498 
internal,  of  cervix,  499 
hyoides,  129 


»  of  NsbDtb,  5(10 


*««■«  of  llie  nipple.  213 


h*nl.  21,  13- 

anectioni' of.  HI 
mu-r]«  r,f,  140 
vault  of.  l:<7 
v»»ln  uF.  138.  140 
Palatini  ruET',  1»S 

Paint  r.phao-neei  mu« 


fum>wi  of.  316 

bctnorrliage  fn>in,  2S1 

infwtiuiiH  of.  319.  322 

radial  iratixvrne  MA  of.  239 

naiionH  of.  318 

■kin  of.  aiT 

ulnar  troiiHvoiw  fold  of,  2:19 
Falnuir  arcliw.  239,  317.  319.  32 
deep.  2.19,  322 
supfTliria],  23fl.  32l) 

btlnqt.  -.Wl 

tB.-u-ta.  318.  319 

Mill.  2:<S.  239 
BiiRlion,  roinp..i.nrf^322 

Pdiiinri"  lonxui  niiuclr.'  31)6 
Palpebral  arleri«>,  nil 
Falgy,  tti<tr:<.  72 
Pampinifann  plexui.  S09,  540 

■eresM"'  ^-'o 
bodyo 


L  of  liead,  431.  437 


dllctH  of.  437 
h«<l  of.  430 
bwolion  of.  436 
lyinpliatica  of.  431 


muvabie.  439 

neck  or.  43T 

relatiana  of.  430.  437.  438 

Burcical  considriation>  ol,  43S.  4 

tumors  of,  439 

venaelJof.  438 

PsDcreiilieoduodePBl'veiMels.  43« 
Panrnalilis,  439 
Papilla  of  VaKr,  390 
Fapillir  of  tongue.  132 

FaisphimoaiHl  530 
Parathyroid  eland*,  191.  102 
Parietal  bonis,  33 


reiioii.  78 


Patella.  500.  SOT 
dislocations  of.  6(1 
rrsdun  of,  6118 


Pectoralis  innior  miwrle,  205,  217,  231 

minor  inusde,  248 
Pedal  an^h,  S29 
Pelvic-  basin,  461 


ple.o-  of  nen-es,  483 
virefr*.  469 
'elvi.H,  461.     See  aim  Pdrie  B 


■  iiKamenl  of,  52S 
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Penis,  body  of,  528 

bulb  of,  529 

cervix  of,  529 

clinical  considerations  of,  532 

congenital  defect^s  of,  531 

corona,  529 

dorsal  vein  of,  530 

epi.'tpadiajt  of,  532 

epittielioma  of,  533 

erectile  body  of,  528 

fascia  of,  531 

fracture  of,  533 

freuum  of,  530 

glani«.  529 

liypospadias  of.  532 

lymphaticit  of,  531 

meatus  urinarius  of,  529 

nervea  of,  531 

organs  in  formation ,  528 

prepuce  of,  530 

root  of,  528 

skin  of,  530 

su8pensor>'  ligament  of,  528 

veins  of,  531 
Penopubic  epispadias.  532 
Penoscrotal  hypospadias,  532 
Pericardium.  219.  220 

paracentesis  of.  228 

relations  of,  227 
Pericecal  fossap.  405 
Pericranium.  27.  34 
Perineal  body,  513,  544 

hernia.  471 

route  for  access  to  bladder,  486 
to  prostate,  491 

section,  527 

difficulties  in,  528 
Perinephritic  abscess.  451 
Perineum,  central  tendinous  point  of,  526 

female,  544 

lacerations  of,  544 

male.  517 
Perirenal  fascia.  443 
Peritoneal  fossa*.  349 

glue.  379 

ligaments.  377 

vessels,  377.  378 
Peritoneum,  348,  368,  378 

absorption  from.  378 

adhesions  in,  378,  379 

clinical  considerations  of,  378 

folds  of.  369 

investment  to  viscera,  367,  369 

lesser  cavity  of.  377 

ligaments  of,  378 

lymphatics  of.  378 

ner\'cs  of,  .378 

plastic  exudate  in,  379 
Peritonsillitis  or  <iuinsy  throat.  144 
Peritracheal  glands.  231 
Peritracheobronchial  glands.  231 
Perivaginal  plexus  of  nerv'es,  514 
Permanent  wr>'-neck,  156 
Peroneal  arter>',  617 

muscles,  616 
Peronei  muscles,  616 
Pes  anserinus.  81 
Petit,  triangle  of.  335,  365 
Petrosal  sinus,  48 
inferior,  44.  46 
superior.  44,  46,  65 
Peyer's  patches,  .394 
Phalanges  of  foot,  637 

of  hand.  327 

fractures  of,  ,328 
Pharj-ngeal  artery,  ascending,  142,  147,  164 

orifice  of  Eustachian  tube,  145 

plexus  of  nerves,  143 
of  veins,  143 


Pharyngeal  tonsil.  145 
Pharynx.  124.  144 

blood  supply  of.  147 

constrictor  muscles  of,  146 

extent  of.  144.  145 

lar>'ngeal  portion  of.  146 

lymphatics  of.  147 

muscles  of.  146 
Phimosis.  530 
Phlebotomy.  284.  285 
Phlegmasia  alba  dolens.  503 
Phosphorus  necrosis  of  lower  jaw,  92 
Photophobia,  103 
Phrenic  ner\e,  156,    170,    171,   220,   244 

plexus.  220 
Phrenocolic  costal  sinus.  See  Pleural  Sinus, 

ligament.  434 

splenic  ligament,  434 
Pia  mater  of  brain.  40.  51 

of  spinal  cord.  554 
Pigeon  breast,  208 
Pillars  of  the  fauces,  21,  139,  140 
Piles.  474,  475 
Pinna,  19.  59 

Pirogoff's  amputation.  637 
Pisiform  bone.  238.  317 
Plantar  arch,  631 

arteries,  631 

ana><tomosis  of,  631 

fascia,  030 

surface,  029 
Platysina  myoides  muscle,  149,  159 
Pleura,  220 

cul-de-sac  of,  227,  228.  230 

dome  of,  174 

inflammation  of,  222 

neoplasms  of,  223 

puncture  of.  174 
Pleural  sinus,  221 
Pleurisy,  212,  222 

dr\-.  222 

with  eflfusion.  222 
Plexus,  aortic.  457 

Auerbachs.  385,  386 

brachial,  156,  171,  269,  276,  277 

cavernous,  10.3 

cervical,  169 

hemorrhoidal,  of  veins,  474 

hj-pogastric.  474,  503 

lumbar,  343 

Meissner's.  38.") 

mesenteric.  .373 

ovarian,  509 

pampiniform,  509.  540 

pelvic,  48.3 

perivaginal,  514 

of  pliarvngeal  veins,  143 

phrenic.  220 

prostatic,  of  veins,  487 

pter>'goi<l,  71 

renal.  509 

sacral.  474 

of  Santorini,  487.  515 

solar,  378 

spermatic,  541 

subaref»lar.  of  Sappey.  216 

superior  mesenteric.  405,  459 

of  tonsillar  veins,  14.3 

of  vaginal  veins.  514 

venous,  of  external  jugular.  172 
Pneumogastric  ner\'e.   147,   158,  159,  170, 
174,  195.  220.  244 
distribution,  in  abdomen.  .385.  460 
injury    to,  in   fractures  of  the  skull, 

39 
in  neck,  158.  174,  195 
in  thorax    224 
Pneumonia  of  children,  referred  pain  in» 

212 


Pncumothoru,  222.  32S 
Pmnt,  McBu  "»)■■».  333 

Hidle'a,  4M 

Habwiu'tt.  334 
Folitivc  oHtbod  o[  iaflclion  of  E     Uciu 


Fomum 

Adumi,  177 

foplilnl 

ai*ucy»ra, 

•rten' 

biiu 

™J™o°o'(.  91 

liit~ 

'^"XtSa'"" 

nla 

on»  u[.  flU2 

lympF 

iliM,  604 

568,  «M 

5ati,  5»S 

boli 

darirx  d{.  599 

bun- 

42U 
•l>in,  371.  421 


I  Prevertebnl  fvwia.  tSS 

I      \aye     S  deep  cal  fuda.  IBS 
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PubnoBkiy  vdn.  3i3 
PuldAIiriR  rxoplAliAljTUM,  37 
PuncU  JacHnLBJia.  IIQ 
PupiK  1U5 

Argyll- Rob*  rtfxm,  106 

di'lHt&tion  ot.  ios.  161.  190 
gpbinrter  aaaeia  of,  105 

Pylor«l«m>-,  :tSl.  Ml 

Pyloric  >n«n».  <«3 

orifice.  379.  382 
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Pyothorai.  323 
Pynmidalin  musclr.  341 
Pymmid  of  Lklouellr,  |8B 
PyritormU  muwk.  4(16,  570 
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dulribution  (o  Ui?  finien.  276 
tnnsveiH  foJil  of  palm,  239 
vein.  238,  ZS4,  303.  3t)7 
Radioearwl  ailicuUilon.  305.  308.  309 
dulocalion,  310 

IU(E^n&r  artioulaliari.  310 

liament.  3U9 
BbiEim.  237.  300.  302 

>UHlf>«daiu  ol.  202 

splphysis  of.  309 

rncliiiai  ot.  390.  3IU 

inferior  eTtTemity  ot.  308 

slj'luid  pnicex;  of.  SUB 


o  the  bladder,  481 
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Ribs,  seventh  cervical,  200 

supernumerary,  209 

true,  209 

twelfth,  367.  442 
Riders'  bone,  577 
Ridge,  temporal,  19 
Riedel's  lobe.  424 

Rigg's  disease,  or  pyorrhea  alveolaris,  128 
Ring   or  rings,   external  abdominal,  332, 
339.  348 

femoral,  358 

internal  abdominal.  332.  341,  348 

tracheal.  183 
Rivini,  notch  of,  63 
Rivinus,  ducts  of.  131 
Robson's  point,  334 
Rolando,  hssure  of.  53.  54 
Rosemuiiller,  fossa  of.  145 

gland  of,  575 

organ  of,  505 
Round  ligament  of  uterus.  496,  506 
access  to.  507 

clinical  considerations  of,  507 
course  and  location  of,  506 
Run -around,  327 


Sac.  lacrimal,  86,  100.  110 
Sacral  nerve,  fourth,  474,  503 
third,  503 

plexus,  474 
Sacrocoxalgia,  464 
Sacro-iUac  joint,  464 

sjiichondrosis.  562 
Sacrosciatic  foramina.  570 

ligaments,  570 

ner\'e,  572,  595.  641 

notches,  463 
Sacrovertebral  an^e.  462.  463 
Sacrum,  461,  477 
Saddle-nose,  113 
Sagittal  suture,  18 
Salivar>'  calculi,  153 

colic,  153 

cysts,  153 

fistula.  82 

glands,  79,  151,  153 
Salpingitis,  511 
Santonni,  cartilage  of,  181 

duct  of,  437 

fissures  of,  62 

plexus  of,  487,  515 
Saphenous  opening.  359,  575 

vein,  external.  604,  615 
internal,  617 
Sappey,  stibareolar  plexus  of,  216 
Sartonus  muscle,  576 
Scalenus   anticus  muscle,    156,    171.    173, 

1  "'i 

Scalp,  25.  26.  27,  28,  29,  31,  32 
arteries  of,  27 

aneur>'!»ms  of.  28 

peculiarities  of.  28 
collections  of  blood  and  pus  in,  31 
dan  Remus  area  of,  26 
dermoid  cysts  in,  32 
extent  of.  25 
hemorrhage  of,  28 
layers  of.  25 
lymphatics  of.  30 
nerves  of.  29 

peculiarities  of  vessels  of,  26 
sebaceous  cysts  in,  32 
skin  of,  25 

subaponeurt>tic  layer  of,  26 
superficial  fa><cia  of,  25 
tumors  of.  .32 
veins  of.  29 
wounds  of.  29 


Scalping,  26 

Scaphoid  bone  of  foot.  567.  632 

of  wrist,  238.  309,  314 
Scapula,  anatomic  neck  of,  247 

angle  of.  207,  223 

fractures  of,  247.  248 

fossae  of.  245 

inferior  angle  of,  207,  209.  247 

spine  of,  247 

surgical  neck  of,  247 

winged,  246 
Scapular  region.  245 
arteries  of.  248 
Scapulohumeral  region,  249 
Scarpa's  triangle,  565.  576 
Schlemm.  canal  of,  106 
Schrapnell's  membrane,  63 
Sciatica,  573 
Sciatic  artery,  571 

nerve.  572 

neuralgia.  604 
Sclera,  104 

pain  due  to  tension  of,  104 

weakest  point  of,  104 

wounds  of,  104 
Scoliosis,  550 
Scrotal  hernia,  354 

ligament,  537 

region,  533 

structures  in,  533 
Scrotum,  533 

dermoid  cysts  of,  534 

edema  of,  535 

elephantiasis  of,  535 

epithelioma  of,  535 

layers  of,  533,  535 

lymphatics  of,  535 

skin  of,  533 

wounds  of,  535 
Sella  turcica,  37,  48 
Semilunar  bone  of  wrist.  309 

cartilage  of  knee,  607 

fold  of  Douglass,  340 
Semimembranosus  muscle,  601 
Seminal  ducts,  491 

vesicles,  491,  492 
Semitendinosus  muscle,  600 
Septum  crurale,  359 

nasal,  21 
Sequestration  dermoids,  329 
Serous  glands  of  tongue,  133 
Serratus  magnus  muscle,  205,  247 
Sesamoid  bones,  327 
Seventh  cer\Mcal  vertebra,  548 
Sheath,  carotid.  162 

femoral.  358,  359 

of  rectus  muscle.  340 
Shin,  566,  615 
Shingles,  211 
Shock,  460 

Short  ciUar>'  arteries,  101 
Shoulder  or  shoulder-joint,  240,  250 

anatomic  considerations  of,  240 

capsular  ligament  of,  245 

dislocations  of,  252 

anatomic  considerations  in  reduction, 

259 
anesthesia  in  reduction  of,  259 
characteristic  features  of,  253,   254 
classification  of,  253 
methods  of  reduction,  259.  260,  261 
obstacles  to  reduction  of,  259 

excision  of.  263 

ligaments  of.  251 

lymphatics  of.  249 

strap  muscles  of.  251 

synovitis  of,  252 

tumors  of.  249.  264 
Sigmoid  cavity,  287 
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Sigmoid  flexure,  400 

fcrtiove,  68 
lernia,  414 
Hinu.s,  46,  66 
Sileut  reKion  of  the  brain,  55 
Sinu.s  or  »inude»,  cavernous,  37,  44,  71,  101, 
163 
circular.  44 
ethnioid.  122 
frontal,  18,  97,  118 
lateral.  39,  44.  165 
longitudinal,  inferior,  42,  44 

superior,  17,  41,  42,  44 
maxillary.  95.  96.  121 
of  Morgagni,  147,  553 
occipital,  44 
petrosal,  48 
inferior,  44,  46 
superior,  44,  46,  65 
pleural.  221 
prostatic.  489 
sigmoid.  46,  66 
of  skull.  43 
sphenoidal,  123 
straiglit,  42.  44 
transverse,  44 
uterine.  502 
Sixth  cervical  vertebra,  145.  160,  167,  171 
cranial  or  abducent  ner\'e,  37,  48,  97, 
99,  101 
Skene's  glands.  518 
Skull,  35,  40.  55 

fossrn  of.  36.  37.  38.  39 
fracture  area  of.  33 
fractures  of.  35,  36 
trephining  of.  57 
vault  of.  fracture  of.  35 
necrosis  of.  35 
Small  intestine.  389 

blood-vessels  of.  395 
diameters  and  divisions  of,  389 
length  of.  389 

localization  of,  374.  375,  376 
lymphatic-*  of,  395 
soUtar>'  glands  of.  394 
strangulation  of,  396 
structure  of,  393 
surgical  considerations  of,  395 
occipital  nerve.  169 
Smegma.  530 

Smelt  and  taste  area.  53,  54 
Socia  parotidis,  79 
Soft  palate.  139,  141 
Solar  plexus,  385.  459 
Space  or  spaces.  axillar>*,  234 
epidural,  of  skull,  41 

of  spine,  553 
of  Foiitana,  1(>6 
intercostal.  204.  210 
Morkel's  78 
mediastinal,  219.  221 
popliteal.  598 
prevesical  or  space  of  Retzius,  478.  479. 

483 
quadrangiilar,  of  shoulder,  246 
retrorectal.  471 
subarachnoid,  of  brain.  49 

of  spinal  cord,  554 
thyro-epiglottidean,  177 
triangular,  of  shoulder.  246 
Spasmodic  wry-neck,  156,  168 
Speech  area,  53 
Spermatic  artery,  540 
cord.  348.  538 
plexus.  541 
veins,  540 
Sphenoid  bone.  33.  96,  97 
clinoid  processes  of,  43 
spine  of,  89 


Sphenoid  bone,  sinuii,  123 

wings  of,  37 
Sphenoidal  fissure.  77,  93,  97,  101 
contents  of,  97 
sinus.  123 
Sphenomaxillar>'  fissure,  92,  93,  97 
fossa.  93,  97 
ligament.  89 
palatine  foramen,  93 
Spma  bifida.  554 
Spinal  accessory  nerve,  38,  155.  168 

surgical  anastomosis  with  facial,  74 
anesthesia.  364,  548 
canal.  552 

clinical  considerations  of,  558 
contents  of.  552 
column.     See  Spine. 
cord.  553 

arachnoid  membrane  of.  554 
areas  of,  556 

cervical  enlargement  of,  553 
concussion  of,  560 
conduction  paths  in.  556 
dura  mater  of.  553 
fissures  of,  554 
grooves  of.  554 
horns  of,  555 
injur>'  to.  560 

lumbar  enlargement  of.  553 
membranes  of.  553 
pia  mater  of,  .554 
structure  of,  554 
nerves,  557 
number.  557 
origin.  558 
Spine.  548 

characteristics  of,  548 
dislocations  of.  560 
fracture  of,  560 
kyphosis  of.  550 
ligaments  of.  552 
lordosis  of,  550 
movements  of,  549 
nasal,  21 

physiologic  curves  of,  549 
processes  o(,  551 
of  pubis,  565 
scoliosis  of.  550 
of  sphenoid,  89 
of  Spix,  94 
traumatic,  559 
tube^culo^•i^  of,  364,  561 
Spinosuni.  foramen.  78 
Spix.  -pine  of.  94 
Spleen,  432 

blood-vessels  of,  434 

clinical  consi<lerations  of.  434 

enlaigcment    of.    in    cirrhosis    of    liver, 

421 
hilum  of,  433 
infarctions  of.  434 
ligaments  of,  434 
relations  of,  433 
situation  of.  432 
surface  markings  of,  433 
wandering.  434 
wounds  of.  435 
Splenectomy,  434.  435 
Splenic  arter\',  372.  434 
flexure  of  colon,  409,  434 
vein.  434 
Splenoi>exy,  434 
Squamous  sutures.  33 
Stapes,  63 

Stenson's  duct.  20.  81,  85.  125 
Sternal  foramen,  208 

notch,  204 
Sternoclavicular  joint.  158,  173 
ligaments,  241 
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branclm  of.  175 

folIalpiBl  riiTuluIion  after  ligature  o 

175 
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(livMionsof,  173 
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] ,  42.  44 

.•ui^irol  i^IaVioni  of,  45 
loaiillary  boncn,  S5.  96.  137 
bony  iv>nnerlionB  of.  88 
i-XFi'iion  of.  86 
frattUTw  of.  85 
nB'<al  prom' of,  110 
outer  wall  of.  21 

stniclureof.  85 
branoli  of  fifth  nervs.  77 
neri-e,  37.  74.  87 

orbital  brandi  of,  37.  76 
ifnion.  85 
meatiK  of  noHF.  I15_ 

plesu-.J(73,  4U5.'459 

obli.iuc  niuMe  nf  fvf.  9T,  OB.  100 
pplrtnalHinun.  44.46.65 
pn.fiinda  arten',  276,  38U,  283 
twrtui.  mUH-le.  es 
thyroid  artery.  163.  164.  165 

lurbinali'it  bone.  114.  115 

Supeniiiiiiprarj' 'kidney*.  450 
maniinnry  Riandi,  5)W 
ribi.,  21 » 

!a..oin»<i..n  of  l,>r^na.  -W2 

musele,  27S.   281,  2» 
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Supra-acromial  bursa,  249 
fusiia.  169 
ner\'e,  169 
Supraclavicular  nerves,  169,  170 

triauKle.  168,  189,  171 
Supracon(i>'loid  fracture  of  femur,  612 
Supra-epitrochlear  gland,  286 
Suprahyoid  region  of  neck,  132 
Suprameatal  triangle,  48,  66 
Supra-orbital  arter>',  19,  27 
foramen,  74,  103 
margin,  18 

nerve.  19.  30,  37,  76,  103,  108 
neuralgia,  30 
notch,  18 
ridge*.  18 
Suprapatellar  bursa,  610 
Suprapubic  route  of  access  to  the  bladder, 

485 
Suprarenal  gland;},  456 
attachments  of,  457 
function  of,  456 
ner\'es  of.  457 
vessels  of,  457 
impression  on  liver,  417 
Suprascapular  a rterj-,  175,  176,  252 
ner\e,  245,  272 
notch,  248 
Supraspinatus  muscle,  245.  251 
Supraspinous  fossa.  171,  245 
Supm-^ternal  notch,  204 
Supratrochlear  nerve.  .SO,  103,  108 
Surface  anatomy  of  abdomen,  331 
of  head,  17,  18,  19.  20 
of  lower  extremity.  562 
of  mouth.  20.  21.  22 
of  neck,  22,  23,  24 
of  pelvis,  332 
of  spine,  548 
of  tiiorax,  204.  205.  206 
of  upper  extremity,  233,  235,  236,  237, 
238,  239 
Suspensor>'  ligament  of  axilla,  243 
of  liver.  370 
of  penis,  528 
Suture,  coronal.  18,  55 
lambdoidal,  18 
mostosquamosal,  68 
sagittal,  18 
squamous.  33 
Sylvian  aqueduct.  50 
fissure.  37.  51.  163 
operculum,  5^? 
Svmpathetic    cervical    ganglia,    166,    167, 

168 
Synipljy'*<*'^tomy.  465 
Syniphysi«<  pubis.  .'i31.  464 
Syme's  amputation.  637 
S>'philitic  stricture  of  rectum,  476 


Tactile  corpuscles  of  the  fingeni,  325 
Talipes  calcaneus,  622 

e<iujnus.  622.  623 

e<iuinovanis,  623 

valgtis,  622 

vanis.  622 
Tarsal  bones.  631.  632 

diseases  of.  63.5 
Tarsometatarsal  articulation,  634 
Taste  area.  54 

buds.  132 
Teetlj.  128 

bicuspid.  21,  128 

buck,  146 

canine,  128 

fixation  of,  128 

Hutchinson's.  129 

incisor,  127,  128 


Teeth,  molar,  128 

re-implantation  of,  128 

temporarj'.  128 

transplantation  of,  128 

varieties  of,  128 

wisdom,  129 
Tegmen  antri.  65 

tympani.  37 
Temporal  aponeurosis,  97 

artery-.  19.  27.  61 

cirsoid  aneurj'sm  of,  28 
pulsations  of,  163 

bone.  3.3.  163 

fascia.  31 

fossa,  19.  31.  93,  95,97 

lobes,  .37.  54 

muscle,  19 

ridge,  19 
Temporarj-  teeth.  128 
Temporofacial  division  of  the  facial  nerve, 

Temporomaxillar>'  articulation,  87,  90 
ankylosis  of.  91 
arthritis  of.  91 
cap>ular  ligament  of,  88 
external  lateral  hgament  of,  89 
structures  in  fonnation  of,  90 
I       vein,  «.J 
Tendo  Achillis.  566.  567,  616,  621,  638 
nipt  u  re  of.  623 
tenotomy  of,  623 
ocuh.  110 
Tenon,  capsule  of,  95.  97.  98 
Tensor  puluti  muscles.  140 

tympani  muscles.  64 
Tentoriuni  cercbelli,  42,  46 

content>  of,  43 
Teres  m.ijor  muscle.  246 

minor  muscle.  24,').  246,  251 
Testicles,  .')36 

clinical  con.-iderations  of,  541 
coverings  of.  348 
cysts  of,  r)37 
ectopia  of.  ')A\ 
factors  in  descent  of,  348 
function-*  of.  .536 
inversion  of.  .5.36 
lymphatics  of.  .541 
nerves  of.  .541 
structure  of,  .538 
tumors  of.  .543 
unde>cen(led.  541 
Tetanv.  191 

Thenar  eminences.  2.38,  239,  316 
Tliigh.  ,593 

bone.      '^'^^  F^mur. 
extent  of.  593 
fa><cia  lata  of.  .593 
intennu^cular  septa  of,  59.3 
muscles  of.  .593 
>kin  of.  .593 
Tliird  ccr\ical  vertebra,  171 
dorsal  vertebra,  .548 
or  motor  oculi   ner\'e,  37,  97,   99,    100, 

101 
sacral  nerve,  .503 
Thoracentesis.  222 
Tlioracic  cavity.  219 

compartments  of,  219 
duct.  173.  220.  244 
nerves,  272 
Thorax,  207 

boundaries  of,  207 
contents  of,  207 
diameters  of.  207 
elasticity  of.  207 
emphysema  of.  225 
penetrating  wounds  of,  207 
surface  anatomy  of,  204 


lUnpuMtiou  at.  Sil 
ditlocstion  of  proximal  phaln 

Tliymu^  0iiDd,  224,  231.  233 
Thym-tmLjcl'illic  ftpace,  177 
Tliymdo™!  duct,  133 
TliyroEyoid  bu™,  177 

Thyroid    anvry.  'iulBnor,    ISS, 

ruiwrinr,  163.  182,  ISO 
QirtiUgf,  a3,  163,  in 
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lyinpliBlii^x  ol.  1911 
middlf  lobe  of,  188 
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Toiiaillotamy,  143 

Tonsil,  32.  143 
BbspHfi  of.  143 
blood  pupply  of.  It 


hypcHmphy  of.  143 
linpwl,  I;i2 
Liuchka's,  I4S 
lynipbBiio  uf,  143 
nfoplainiu  ol.  144 


11  uteri'.  ITS,  248 


'niii-^vme  aorta.  2311 
mn-iral  nerve.  169 

in  enlemptoiit",  412 
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Kuralwilf-,  108 
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Tub<»<»r  tubes.  Eustachian,  04.  145.  146,  147 

Faliopiun.  510 

laryiiKotracheal.  176.  177 

i)U!«.  51 1 
TuDerole  or   tubercles  of   Cha.«usaigiiac    or 
carotid.  160.  162 

of  I)an*'in.  60 

of  Li-franc.  171.  175 

of  Montgomery.  213.  218 

of  .-caphoid  bone  of  foot.  567 
of  wrist.  238 
Tubo-ovarian  liRament.  5;)8 
Tubular  tonsil  of  (Jierlacli.  145 
Tunica  albuRinea.  5^i8 

vaginalis.  .348.  n^iS 
Tumors.     See  tinder  IndiriJual  Organs. 
Turbinate<l  bones,  114 
Tiirck.  column  of.  5.)3 
Twelfth  rib.  367 

relation  to  kidneys,  442 
Tympanimi,  6.3.  68 

clinical  considerations  of,  67 

membrane  of.  62 

ossicles  of.  6.3 
Tyson,  Klan(l><  of.  .)30 


Uln\.  237.  300.  302.  309 
dislocations  of.  314 
epiphysis  of.  309 
fractures  of.  304 
sigmoid  cavity  of.  287 
Ulnar  artery.  288.  298.  306 
coun+e  of.  298.  306 
liKation  of,  299 
[X)sition  in  the  wrist,  306 
nerve.  274.  280.  281.  284.  299.  300 
distribution  to  the  finRers.  275 
paralysis  of.  275 
transverse  fold  of  palm,  239 
^  vein.  238.  284 
Umbilical  cord.  345 
hernia,  346.  347 
region.  33;j,  345 
vein.  345 
Umbilicus.  332.  345 
Umbo.  6.3 

Uncifonn  bone,  .317 
Undescende<l  testicle,  541 
U radius.  ,345 

cysts  of,  346 
U'ranopln«*ty.  142 
Ureters.  452 

clinical  consi<lerations,  455 
constrictions  of,  4,53 
course  of,  452 
relation-^  of.  45;^,  454 
terminal  end-*  of.  513 
UreterovaKinal  fixtul.'i.  513 
Urethra,  hulbou-*.  526 
of  female,  514 

clinical  considerations  of.  516 
«lirertion  <if,  515 
elasticity  of.  515 
meatus  of,  514,  515 
mucous  coat  of.  515 
niJiscular  coat  of,  515 
n'lations  of.  .')1.") 
-tnicture  of,  515 
siibiuucous  coat  of.  515 
of  male.  520 
anterior,  .')21 
bulb  of.  ,'>26 
caliber  of.  .')21 
cliaracteristic-t  of.  522 
dilatation  of.  484.  485 
direction  of.  .')20 
divisions  of,  .V21 
function  of,  .520 

43 


I 


.>27 


7     Urethra  of  male,  glands  of.  .'>22 

lenicth  of.  520 

membranous  portion.  523,  527 

mucosa  of.  .')22 

|H»sterior,  521 

pn>static.  489.  490 

>tricture  of.  522.  523 

^tnicture  of.  522 
rethral  canuicle,  516 
rethrocele.  516 
rethrotomy 

rethrovaginal  lislula,  513 
rine,  extravasation  of  337.  526 
rogenital  triangle  of  female,  545 

of  male,  517,  .}19.  .'>2.> 

stnictures  in.  524,  .'>45 
terine  artery,  .')01 
plexus  t)f  vein**.  5<M5 
sinuso.  .')02 

ten>-ovarian  ligament.  .508 
ten)>acral  ligament,  496,  508 
tenis.  493 
acce;»s  to.  ,501 

anteflexion  and  antever>ion  of,  495 
Ixxly  of.  494 
cancer  of,  504 
cavity  of.  499 

<*linical  considerations  of,  504 
fixation  of.  496 
form  of,  494 
function-  of.  493 
isthmus  of.  494 
ligaments  of,  496.  50.5 
location  of,  49.3 
lymnhatics  of.  503 
malformations  of.  .503 
mtic<»u.-  coat  of,  .500 
mtisctilar  coat  of.  ,5(K) 
neck  of.  494 
nerves  of,  503 
peritoneal  coat  of.  5(X) 
IHisition  of,  49.5 
pregnant,  502 
pn»lap'«e,  504 
relation-  of,  496 
size  «»f.  49.5 
tumors  of.  .504 
va-cular  pedicle  of.  505 
vessels  of,  ,501 
Utricle  of  pn>state,  489 
Uvula.  21.  139 
elongation  of.  139 


Va«;i\  \.  512 

I'rertile  Ixxly  of.  547 

fihnncllular  coat  of.  514 

forni«'»*-'  of,  .513 

nni<<»u-  mendjrane  of,  513 

muscular  coat  of.  514 

nerves  of,  ,514 

relations  of,  512 

rugjr  of.  514 

nigous  column,  514 

secretion-  of.  ,514 

stnictun^  of.  .513 

ves-el-  of.  .514 
Vaginal  artery.  514 

btilbs,  ,547 

cystocele.  485 

hydrocele.  ,542 
^  plexus.  .514 
Vaginorectal  triangle,  544 
Valsalva    method  of  inflating   the  Eusta- 
^  chiari  tul)e.  64 

Valv«»  or  valve>.  anal,  or  valves    of   Mor- 
gjigni,  473 

of  (Jerlach,  402 

of  llassner,  110 
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nrrbnnr.  Ill 
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•lipiTviinsn^  -proin.  308 
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»[  fomimi.  229 
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of  p»lviH.  468.  46R 
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Wrist,  lundinark.s  of.  305 
().«»te<>fibn>us  gnK)ve>  of,  307 
posterior  annular  ligament  of,  307 
tuberciilosi>  of,  314 
wouiuU  of.  306 

Wry -neck.  l.VJ.     See  TorticollU. 


Xiphoid  cartilage.     See  Eiaiform. 


Y-lic;ament  of  HiKelow.  585 


ZiNN.  lifcainent  of,  99 

zone  of.  106 
Zyjcorna,  19,  89 
ZyKoniatic  arch,  92 

fossa,  90,  97 

proce>s  of  tein|>oral  bone.  19 
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